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We enter on the fifty-fourth year of our existence as a scientific 
organization with two outstanding achievements which will stand for 
our future historian as milestones in the annals of the association. 

The first of these is the resumption of personal and scientific con- 
tacts with European fellow workers which were so rudely severed by 
the World War. The present meeting will still be fresh in our minds 
when many of us depart overseas to renew old friendships, to acquaint 
ourselves with others who are known to us only by name and to enjoy 
again the intellectual stimulus that results from actual contact with 
co-workers of various and different nationalities. 

It may perhaps be thought that the dermatologists of the world have 
been slow in resuming their international relations. Eighteen years 
have elapsed since the last International Dermatological Congress in 
Rome, and the twelve years since the end of the war seem too long a 
time for the healing of a breach which international politics decreed but 
which true science could not and should not have accepted. 

Perhaps the long interval, however, has served its useful purpose. 
It seems inconceivable that any one from any land could fail to look 
forward to the coming meeting with anything but real pleasure and 
without the slightest trace of a constraint which might have been 
manifest at an earlier congress. 

It should be a source of real satisfaction to American medicine that 


the Eighth International Dermatological Congress received its initial 
inspiration from American sources, and an additional source of pride 


that the direct motivation came from members of our own association. 
\ll honor to those with whom this project initiated, without whose per- 
sistent efforts and stimulating inspiration it seems safe to say that an 
international dermatologic congress would still be in the remote future. 
* Submitted for publication, Sept. 13, 1930. 
* Presidential Address at the Fifty-Third Annual Session of the American 


Dermatological Association, Cleveland, June 19, 1930. 
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Viewing the history of the American Dermatological Association 


during the seventeen years of scientific isolation which nations imposed 
on each other, it may, I think, be definitely stated that, this fact notwith- 
standing, our position, prestige and scientific activities have all experi- 
enced a healthy growth. 

Cut off as we were from foreign contacts, we nevertheless had, 
except for a brief period, the stimulus of foreign publications. Our 
progress, however, during this period has, I think, been activated from 
within our own group rather than under the profound influence of 
foreign schools which influenced American dermatology and its progress 
in prewar days. 

Perhaps at no time in the history of American dermatology have 
greater advances been made than in the last decade. The field has 
developed a very large number of properly trained men, our own and 
other dermatologic societies have grown in size and importance and the 
scientific output from many sources has been substantial and outstand- 
ing. Last but not least, that clinical acumen which has always charac- 
terized American observers has kept pace with its tradition, and has led 
to the identification of many new dermatologic entities. 

The second noteworthy event in the life history of our organization 
is the successful completion of the laborious task which has resulted in 
changing us from a group of co-workers and friends banded together 
for scientific purposes into an incorporated body. We should at this 
time acknowledge the Association’s deep indebtedness to the committee 
that labored so long and faithfully at the revision of the constitution and 
by-laws so that these should fulfil the legal requirements necessary to 
incorporation, and make grateful acknowledgment also to the firm of 
attorneys who gave liberally of their advice and valuable time 
gratuitously to so frame our constitution that it fulfills the requirements 
of the law. 

Our purposes in incorporation were twofold: first, to perpetuate for 
ourselves the name which for fifty-five years has designated our organi- 
zation and which, it seems fitting and proper, having zealously guarded, 
we should now claim for our own. 

The second reason for incorporation springs from even more worthy 
aims. Back of the legalization of our continued existence is the thought 
that we can now become the recipients and custodians of funds and 
moneys which are to be expended for the purposes of advancing the 
scientific side of our profession. This end is to be accomplished by 
stimulating research, endowing fellowships, assisting worthy students to 
postgraduate study and otherwise advancing the frontiers of the knowl- 
edge of dermatology and syphilis. 
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Having then incorporated, and with a commendable and ambitious 
program confronting us, the question naturally arises as to what sources 
we may expect to draw on for the accumulation of the funds that are 
to serve our purposes. 

It may well be that we can attract to our resources endowments and 
bequests from philanthropic patients and friends. That this is an 
altogether possible source of assistance in our plan is attested by the 
fact that a generous contribution has already been secured by one of our 
members for the purpose of conducting research in syphilis. The 
money pledged by this donor to our fellow members was most generously 
divided by him among four of his colleagues, who were thus privileged 
to share in the endowment, which was so productive that it résulted in a 
second gift from the same source. 

The establishment, a couple of years ago, of the Committee on 
Research in Syphilis with the sum of $100,000 donated anonymously 
to be expended by this committee in research problems connected with 
syphilis is still another proof of the sources of income that may be made 
available to us through patients and friends. 

A second source of income which, to my thinking, should be more 
satisfying and would reflect even greater credit on our organization is 
that which we might help to build up through endowments created and 
left to us by our own members. 

I am proposing here nothing essentially new. We all remember 
with great pleasure the announcement made at our fifty-first annual 
meeting that one of our members, who preferred to remain anonymous, 
had left a substantial sum of money to the American Dermatological 
Association, and this gift, perhaps more than any other one factor, led 
us to place our association on a legalized basis so that we should be in a 
position to accept and to expend this sum. This generous gift, together 
with others that have been mentioned as possibly coming to us, leads me 
to suggest that those of us who can should at this time emulate the 
generous spirit which actuated our colleague. The allocation even of 
small sums left to the organization in the testaments of members would 
soon result in a considerable endowment. In years to come the custom 
of bequeathing to the Association would become a tradition among its 
membership. To elaborate further on this idea would carry me deeper 
into the affairs of my colleagues than good taste would decree. Suffice 
it to say that I can think of nothing more gratifying to the dermatologists 
of the future than the realization that their science had advanced not 
only through the industry and scientific achievement of their predeces- 
sors but also through material endowments from the same source. 

Although our name would seem to indicate our interest only in 
cutaneous medicine, we have always held, and rightly, I believe, that our 
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function also includes the teaching, the diagnosis and the treatment of 
syphilis. Our position in this matter needs no defense. The outstand- 
ing achievements of members of this organization in the field of syphilis, 
dating from the days of the Association’s earliest existence, are too well 
known to require further comment. 

There is one field, however, in which, I believe, we as an organiza- 
tion must now take an active and positive stand. I refer to the public 
health aspects of syphilis. As individuals, a few of our members have 
been identified with the public health aspects since they have come into 
existence. In fact, it may justly be said that a former member of this 
organization—the late Dr. Prince Morrow—was the leading spirit in 


the formation of the American Social Hygiene Association, which today 


is the leading body concerned with the public health aspects of venereal 
disease. Still others of our present membership were selected during 
the World War to supervise the control of venereal disease in the newly 
drafted army. While these two achievements of fellow members stand 
out as beacons in the progress of the control of venereal disease, it 
may justly be charged to us that as an organization we have had no con- 
certed part in the control and in the public health aspects of that which 
we are combating every day in private life. 

As the situation now stands, not only is research in syphilis actively 
carried on by dermatologists, but by far the largest amount of syphi- 
lologic material is seen and treated in dermatologic clinics. Our efforts 
thus far have been largely directed toward curing the individual of his 
disease. In a few instances, perhaps, the problem becomes one of safe- 
guarding the family and occasionally the local community. The bigger, 
broader aspects of syphilis as a public health problem have not received 
from us the attention or the benefit that we are in a position to give 
them. 

A large part of the resources and personnel of the United States 
Public Health Service is now actively engaged in the dissemination of 
knowledge relating to syphilis, its control, its public health aspects, 
and in the dissemination among medical men of the best available litera- 
ture on these subjects. Some of our members participate in an advisory 
capacity with the Surgeon General in the direction and policies of this 
campaign. I am quite sure that the Public Health Department through 
its Surgeon General would welcome the vast amount of assistance in an 
active way which we as an organization could place at his disposal in the 
advancement of this most important public health problem. We should 
be prepared to accept this responsibility and to share with the govern- 
ment and with the great welfare organization already committed to this 
work, the benefit of our experience and our knowledge. 
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[ venture to suggest that one of the first duties of the newly con- 
stituted board of directors is to pledge the resources and the earnest 
support of the organization to participation with the federal government 
and the American Social Hygiene Association in the campaign for the 
control of syphilis. It becomes increasingly important, if we wish to 
maintain our position as dermatosyphilologists, that we extend our 
activities, so ably undertaken in the field of teaching and research, into 
the field of public health. 

The fifty-fourth year of our existence, therefore, dawns with many 
interesting problems on the horizon. That these will be faced, met and 
their solution begun may be predicted with certainty. In declaring open 
this, the fifty-third annual meeting, I have still one duty to perform. It 
is a pleasure to express my gratitude to our ever efficient secretary, 
Dr. Lane, and to the members of the council for the effectiveness and 
pleasant character of our meetings. To my fellow members of the 
Association who have so kindly invested me, with the high office of 
presiding officer I desire to express my deepest and most humble thanks. 





THE EFFECT ON THE SKIN OF EMOTIONAL AND 
NERVOUS STATES 


III. THEORETICAL AND PRACTICAL CONSIDERATION OF A 
GASTRO-INTESTINAL MECHANISM * 


JOHN H. STOKES, MD. 
AND 
DONALD M. PILLSBURY, MLD. 


PHILADELPHIA 


Interest in the effect of emotional and nervous states on bodily 
function has been growing in this country during the past decade to 
a degree which makes it seem desirable that the literature on the 
subject as it affects the skin be collected and, when possible, critically 
summarized. We undertook this task with little realization of the 
labor and time required for even a partial fulfilment. When our 
bibliography approached three hundred titles on the general aspects 
of the matter alone, it became evident that such a résumé could not be 
offered before this association en masse, for the first paper itself 
approaches one hundred pages in length. We are therefore constrained 
instead to offer for this occasion one of the special summaries, of which 
eight were planned, dealing with that part of the field of somatopsychic 
correlations which is thus far most developed, in some of its possible 
dermatologic relationships. This paper is not primarily a report of 
original observations. We are testing the possibility of combining 
existing knowledge into a theory. 

Interest in the gastro-intestinal tract as part of the background of 
dermatologic etiology is achieving a belated though genuine arrival in 
this country. We ourselves began two years ago to collect observations 
on gastric secretion in eczema, only to discover that Spiethoff* had 
preceded us by more than twenty years, and that through nearly two 
decades German clinicians (Ehrmann,? Urbach,? and Waller *) had 


* Submitted for publication, March 1, 1930. 

* Read at the Fifty-Third Annual Meeting of the American Dermatological 
Association, Cleveland, June, 1930. 

*From the Department of Dermatology and Syphilology of the School of 
Medicine, University of Pennsylvania, John H. Stokes, M.D., Director. 

1, Spiethoff, B.: Beitrag zu den beim Pruritus, den Erythemen und der 
Urticaria vorkommenden inneren Stérungen mit besonderer Beriicksichtigung des 
Gastrointestinalkanals, Arch. f. Dermatol. u. Syph. 90:179, 1908. 

2. Ehrmann, S.: Ueber den Zusammenhang der Neurodermitis mit Erkrank- 
ungen des Verdauungstraktus und Stérungen der inneren Sekretion, Arch. f. 
Dermatol. u. Syph. 138:346, 1922. Das Ekzem, in Riecke, E.: Lehrbuch der 
Haut-und Geschlechtskrankheiten, Jena, Gustav Fischer, 1920. 
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civen periodic attention to the subject. Improved methods justify 
reexamination of the data thus collected, and the studies of Ryle and 
Barber,® Brown ° and Eastwood‘ in Great Britain and of Knowles and 
Decker,’ Rulison® and Ayres*® in this country have considerably 
clarified the hydrochloric acid secretory phase of the problem. Recent 
writers, however, have made little effort to correlate their observations 
with the general physiology of the gastro-intestinal tract, though apply- 
ing the observations therapeutically. In the meanwhile, the effect of 
mental and nervous states on this group of structures has been 
described by Alvarez, and the material can now be easily combined 
with additional biochemical and physiologic facts to form a fairly 
coherent theory to assist in the interpretation of the gastro-intestinal 
factor in cutaneous emotional responses. It is this linkage that we hope 
to attempt. 


THE NEUROGENOUS COMPONENT IN CUTANEOUS AND GASTRO- 
INTESTINAL REACTIONS 


To some extent we must take for granted here the existence of a 
neurogenous component in cutaneous phenomena, which we have 
reviewed in the more extensive summary of the literature. There 
seems to be no reasonable doubt that an emotional, and even a nervous 
constitutional state may markedly influence the skin through nutritional, 
vasomotor and reflex mechanisms. 

We are also largely taking for granted, since the publication of 
Alvarez’ brilliant summary, the effect of emotion on the gastro- 
intestinal tract, with which every dermatologist, no less than every 
internist, should be familiar. For the purpose of this study, however, 
certain points require emphasis. The behavior of the gastro-intestinal 


3. Urbach, E.: Rd6ntgenologische und klinische Befunde am Magen- und 
Darmtrakt bei Ekzemen und ihre Bedeutung fiir eine kausale Therapie, Arch. f. 
Dermatol. u. Syph. 142:29, 1923. 

4. Waller, S.: Beitrage zur Aetiologie des Ekzems, Zentral. f. Haut- u. 
Geschlechtskr. 2:2690, 1921. 

5. Ryle, V. A., and Barber, H. W.: Gastric Analysis in Acne Rosacea, 
Lancet 2:1195, 1920. 

6. Brown, W.: Some Observations on the Fractional Method of Gastric 
Analysis in Diseases of the Skin, Brit. J. Dermat. 37:213, 1925. 

7. Eastwood, S. R.: Gastric Secretion and Other Digestive Factors in 
Rosacea, Brit. J. Dermat. 40:91, 148, 1928. 

8. Knowles, F. C., and Decker, H. B., Gastric Acidity in Acne Vulgaris, 
Arch. Dermat. & Syph. 13:215 (Feb.) 1926. 

9. Rulison, R. H.: Rosacea. With a Study of Accompanying Conditions, 
Am. J. M. Sc. 174:60, 1927. 

10. Ayres, S.: Gastric Secretion in Psoriasis, Eczema and Dermatitis Herpeti- 
formis, Arch. Dermat. & Syph. 20:854 (Dec.) 1929. 
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tract is not subject to hard and fast rules, but is variable from patient 
to patient and from animal to animal (Alvarez,’* Cannon,’* Sinelnikoff,”* 
Barcroft **). Psychic effect is observable on secretion, tone and motility. 
Reactions to the unpleasant or disturbing form, the bulk of existing 
experimental and clinical data; the preponderant reaction to unpleasant 
stimuli is stoppage or retardation of secretion and movement, followed 
in certain cases by spasm and reversal of normal sequences. Thus spasm 
may follow the mental stress of a conflict over an ethical matter, as 
in Woodyatt’s*® business man, and reverse peristalsis may carry a 
barium enema into the stomach in fifteen minutes, as in McLester’s * 
hysterical patient. Alvarez cited twenty-three separate references to 
illustrate the depressant effect of emotions on both motor and secretory 
mechanism, ranging from Beaumont’s ** original observations on Alexis 
St. Martin to Oechsler’s ** notation of the stoppage of pancreatic flow 
in dogs by the presence of a bitch in heat. Farr, Lueders *® and their 
co-workers with the insane have found that depression reduces, that 
excitation leads to normal or slightly increased, secretion, and that an 
emotion acts only while its original cause is present, and not after it 
becomes a chronic affective state or purposeless cyclic feeling, as in 
the insane. Delhougne’s *° observations permit the conclusion that 
mental labor does not have the same effect as emotion, for it has no 
influence on gastric secretion. On the other hand, in students, worry 
over studies and examinations may have marked effects (Miller, 


11. Alvarez, W.: Ways in Which Emotion Can Affect the Digestive Tract, 
J. A. M. A. 92:1231 (April 13) 1929. 

12. Cannon, W. B.: The Mechanism of Emotional Disturbance of Bodily 
Activity, New England M. J. 198:877, 1928. 

13. Sinelnikoff, E. J.: Ueber den Einfluss des Grosshirns auf die motorische 
Funktion des Diinndarms, Arch, f. d. ges. Physiol. 213:239, 1926. 

14. Barcroft, Joseph: The Spleen and the Circulation, Proc. Staff Meet. 
Mayo Clin. 4:302, 1929. 

15. Woodyatt, R. T.: Psychic and Emotional Factors in General Diagnosis 
and Treatment, J. A. M. A. 89:1013 (Sept. 24) 1927. 

16. McLester, J. S.: Psychic and Emotional Factors in Their Relation to Dis- 
orders of the Digestive Tract, J. A. M. A. 89:1019 (Sept. 24) 1927. 

17. Beaumont, William: Experiments and Observations on the Gastric Juice 
and the Physiology of Digestion, Plattsburgh, F. P. Allen, 1833. 

18. Oechsler: Ueber den Einfluss der psychischen Erregung auf die Sekretion 
der Galle und des Pankreas, Internat. Beitr. z. Path. u. Therap. d. Ernahrungsstor. 
5:26, 1913. 

19. Lueders, C. W.: Gastrointestinal Reaction to the Emotions: The Role of 
the Vegetative System, Arch. Int. Med. 42:282 (Aug.) 1928. Farr, C. B., and 
Lueders, C. W.: Gastric Secretory Functions in the Psychoses, Arch. Neurol. & 
Psychiat. 10:548 (Nov.) 1923. Farr, C. B.; Lueders, C. W., and Bond: Studies 
of Gastric Secretion and Motility in Mental Patients, Am. J. Psychiat. 5:93, 1925. 

20. Delhougne, F.: Ueber die Einfluss anstrengender Arbeit auf die Magen- 
saftsekretion, Deutsches Arch. f. klin. Med. 150:78, 1926. 
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Bergeim and Hawk*'). This differentiation between work and worry, 
for we believe it to be such, should be carried over into dermatology 
in the analysis of the background in the individual case. Faber * 
expressed the opinion, apparently following the gastro-enterologic 
tradition of Hurst,** that while emotionally produced achylia exists, 
it is transient and unimportant. This view apparently led Rulison ® to 
pass over the possibility of emotional influences in the subacidity and 
achlorhydria of rosacea. On the other hand, Carlson ** showed that 
the mere unpleasantness of a hot day might reduce the secretory 
activity of the stomach. Hornborg* and Bogen,*® working with 
fistulas in young children, Schrottenbach,?* with an older boy, and 
Cannon,”* observing the transient achylia of a woman following a 
night’s uproar by a drunken husband, all bear out the importance of 
these changes, for they may give rise to outbursts elsewhere, initiate 
vicious cycles or become habitual reactions controlled perhaps by con- 
ditioned reflexes. Alvarez gave nervous fatigue and stress great weight 
as causes of the transient gastro-intestinal disturbances usually diagnosed 
“ptomaine poisoning,” which are often enough, as dermatologists realize, 
accompanied by cutaneous outbreaks. Ehrmann,” in his study of neuro- 
dermatitis, maintained that anacidity and hyperacidity may endure for 
long periods, even years, only to give place to normal acid results or 
a complete reversal from anacidity to hyperacidity. Thus we have our- 
selves seen a patient with recurrent urticaria under observation for five 
years, who in periods of depressive stress became so markedly subacid 
as to require half an ounce or more of dilute hydrochloric acid daily, 
while in periods of normality or agreeable activity and excitement, 
there was a tendency even to hyperacidity, which had to be controlled 
hy antacids. The general normality of this patient’s gastric secretions 


21. Miller, R. J.; Bergeim, O., and Hawk, P. B.: The Influence of Anxiety 
n Gastric Digestion, Proc. Soc. Exper. Biol. & Med. 17:97, 1920. 

22. Faber, K.: The Etiology and Pathogenesis of Achylia Gastrica, Am. J] 
Ml. Se. 172:1, 1926. 

23. Hurst, A. F.: Achlorhydria: Its Relation to Pernicious Anemia and 
Other Diseases, Lancet 1:111, 1923. 

24. Carlson, A. J.: The Secretion of Gastric Juice in Health and Disease, 
Physiol. Rev. 3:1, 1923. 

25. Hornborg, A. F.: Beitrage zur Kenntnis der Absonderungsbedingungen 
des Magensaftes beim Menschen, Skandinav. Arch. f. Physiol. 15:209, 1904. 

26. Bogen, H.: Experimentelle Untersuchungen iiber psychische und assozia 
tive Magensaftsekretion beim Menschen, Arch. f. d. ges. Physiol. 117:150, 1907. 

27. Schrottenbach, H.: Studien itiber die Einfluss der Grosshirntatigheit auf 
‘die Magensaftsekretion des Menschen, Ztschr. f. d. ges. Neurol. u. Psychiat. 69: 
254, 1921. 

28. Cannon, W. B.: Bodily Changes in Pain, Hunger, Fear and Rage, New 
York, D. Appleton & Company, 1915. 

29. Ehrmann (footnote 2, second reference). 
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and the absence of significant abdominal pathologic changes had bec: 
established both by repeated complete gastro-intestinal examinations 
and by surgical exploration. Additional evidence of the important effect 
of depressant emotion on the gastro-intestinal mechanism, both motor 
and secretory, has come from the study of subjects under hypnosis. 
Heyer *° has been able to show the striking difference between a ptotic, 
aperistaltic, quickly emptying stomach produced by depressing sugges 
tion, and the well-toned, actively peristaltic, slow-emptying stomach of 
pleasant suggestion. Bennett and Venables,*' basing their observations 
on comparisons with one hundred normal subjects, suggested to two war 
aviators under hypnosis that they were flying in fog over enemy 
country, and demonstrated a depression in gastric hydrochloric acid 
secretion under this unpleasant suggestion much more marked than the 
slight depression which is more or less characteristic of the state of 
hypnosis. Heyer ** has been able to show similar changes, and Luck- 
hardt and Johnstone ** have found the effect to be transitory. 

It would seem to us, then, reasonably safe to accept as a fundamental 
postulate to our further considerations that emotions in general, and 
depressant or unpleasant emotions in particular, have chiefly depressant 
effects on both gastro-intestinal secretory and motor mechanisms, these 
depressant effects involving the gastric and pancreatic secretions, the 
motility of the gastric, duodenal, jejunal and iliac portions of the tract. 
The colon similarly reacts to such stimuli either with atonic flaccidity 
and distention or with spastic obstipation and spasm. Ehrmann ** was 
inclined particularly to emphasize the tendency to atony and loss of 
tone under nervous influence as contributory to dermographism and 
neurodermatitis. Somewhat more precision can be given to the gastro- 
intestinal motility factor in later separate consideration. The important 
point at this stage is the demonstrated existence of emotional influence, 


especially depressant, on gastro-intestinal secretion, tone and motility. 


THE SECRETORY PHASE OF GASTRO-INTESTINAL REACTION 

In studying the secretory phase of gastro-intestinal reactions, one 
must recognize first of all the shortcomings of the method by which 
most clinical studies have been made, and second, the evidently large 


30. Heyer, G. R.: Die Magensekretion beim Menschen. I. Saftmenge und 
ciweissverdauende Kraft, Arch. f. Verdauungskr. 27:227, 1921; 29:11, 1921. 

31. Bennett, T. I., and Venables, V. F.: Effects of the Emotions on Gastric 
Secretion and Motility in the Human Being, Brit. M. J. 2:662, 1920. 

32. Heyer, G. R.: Psychogene Funktionsst6rungen des Verdauungstraktes, in 
Schwartz: Psychogenese und Psychotherapie k6rperlicher Symptome, Vienna, 
Julius Springer, 1925, p. 242. 

33. Luckhardt and Johnstone, cited by Carlson (footnote 24). 


34. Ehrmann (footnote 2, first reference). 
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margin of compensatory provision in various parts of the tract and its 
subjacent structures, for functional inadequacies in other parts. With- 
out going into the gastroenterologic problem of the relative merits of 
various test meals and repeated single or fractional analyses, we may 
emphasize the fact that examination of the gastric contents at any given 
moment gives little trustworthy information. Even a gastric secretory 
curve may contain serious factors of error, attributable particularly to 
duodenal regurgitation, which as Eastwood‘ pointed out, is a more or 
less normal feature of the digestive cycle, but which is also, according 
to Cheney,*® the most commonly accepted neurosis of this part of the 
tract. Kahn and Joseph Stokes *° have shown that the mere passing 
of the stomach tube lowers the titrable acidity and raises the pu of 
gastric contents; and the relation of gastric acidity to blood chlorides 


Observations by Various Authors on Different Dermatologic Conditions 


Per- Per- Per- 
centage centage Per- centage 
Achlor- Sub- centage Hyper- 
Author Year Disease hydria acidity Normal acid 


Spiethoff... : 1908 Fezema sil 31 44 25 

Pruritus me 46 14 40 
Ryle and Barber 1920 Rosacea 41 56 36 8 
Ehrmann. . ‘ ree Eezema 63 1.6 
Waller... webecaue 1921 Eezeina ne oe 81 
Urbach.... 1922 5 Eezema 

1y22 3 Neurodermatitis 
srown. , 1925 fy Rosacea 
Knowles and Decker 1926 2 Acne vulgaris 
Eastwood......... 1928 5 Rosacea 
Ayres..... 1929 = Psoriasis oa 
Dermatitis herpetiformis .. 
EKezema 


and hence to diet and renal function is well recognized.** Secretion 
of mucus is likewise a modifying factor. In discussing deficiencies in 
hydrochloric acid secretion, then, especially in emotional states, we are 
not in reality discussing secretion of acid as such, but secretion as 
modified by all these factors and especially by regurgitation of alkaline 
bile and duodenal contents through a lax pyloric sphincter the behavior 
of which is controlled by a variety of influences, including especially 
nervous reflexes. At this point, motility and secretory factors mingle 
in a single picture. In separating them for purposes of discussion, their 
interrelationship must not be overlooked. 

From the accompanying table it will be seen that a distinct tendency 
to depression of hydrochloric acid secretion occurs in the dermatologic 

35. Cheney, G.: Clinical Value of Recent Advances in Gastric Analysis, J. A 
M. A. 93:2021 (Dec. 28) 1929. 

36. Kahn, G., and Stokes, J., Jr.: Effect of Passage of Stomach Tube on 
Titrable Acidity and pu of the Gastric Contents, Am. J. Dis. Child. 32:667 (Nov.) 
1926. 

37. Babkin, B. P.: The Physiological Factors Determining the Acidity of the 
Gastric Juice and of the Gastric Contents, Canad. M. A. J. 17:36, 1927. 
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conditions listed. A comparison of the observations in rosacea with 
those of other systemic conditions made by Eastwood’ suggests that 
low acid values are by no means an observation distinctive of cutaneous 
disease. Hypochlorhydria or achlorhydria alone, then, since they occur 
in conditions such as pernicious anemia and hyperthyroidism (Kay,"* 
Moll and Scott *’) which are not notably associated with cutaneous 
iesions, and which may, at least so far as achlorhydria is concerned, be 
present in from 4 to 6 per cent of apparently normal persons, and in 
from 37 to 60 per cent of persons over 50 (Alvarez *) cannot be 
regarded as sole causes, but rather as connecting links in the gastro- 
intestinal chain in cutaneous disease. They are potential rather than 
inevitable initial elements, or they may be merely concomitant 
epiphenomena. In a certain proportion of cases, not exposed to too 
great stress or to too unfavorable a physical environment, the com- 
pensating mechanism of pancreatic and intestinal secretion undoubt- 
edly takes care of the situation. In those in whom it fails to do so, 
a chain of complications may be set up which may lead far down the 
gastro-intestinal tract before, via circulation or nervous reflex, it 
establishes provocative connections with the skin. 

[t must, moreover, be a matter for further investigation before we 
can regard the effects of hypochlorhydria in the gastro-intestinal tract 
as similar in character and differing only in degree from those of 
absolute achylia. In view of what will presently be said of the pr 
of the intestinal tract, however, there is, we believe, good reason to 
consider that quantitative differences are etiologically important, and that 
it is not necessary to demonstrate a complete and protracted achlorhydria 
before one may infer that a defect in the hydrochloric acid mechanism 
is a factor in a given picture. This belief that relative small differences 
in hydrochloric acid output, over relatively short periods, may be 
important, is further borne out clinically by Eastweod’s observation 
that even in the presence of normal gastric acidity curves, the admin- 
istration of small amounts of dilute hydrochloric acid has marked 
therapeutic effect, presumably by an overcorrection of a situation 
rendered deficient not in itself, perhaps, but in relation to some less 
understood deficiency elsewhere in the tract. 

We have, then, added to our theoretical postulate of the effectiveness 
of emotion in depressing gastro-enteric secretory and motor function 
and tone, the plausible presumption that quantitative differences in 
amounts of hydrochloric acid secreted have clinical significance for the 
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behavior of the gastro-intestinal mechanism in relation to the skin, and 
that it is not necessary to prove a persistent achlorhydria before one 
can begin to reason about the role of gastric hydrochloric acid in the 
background of urticaria, neurodermatitis, eczema and rosacea. 


THE FUNCTIONS OF GASTRIC ACIDITY 

Hydrochloric acid in the stomach acts (1) as a hydrolyzer; (2) as 
an activator of pepsin for the first stages of proteolysis; (3) as a 
retention agent, preventing by its action on the pyloric sphincter the 
premature dumping of undigested and imperfectly particulate material 
into the duodenum, and (4) as a disinfectant.-:In the first and third 
role it has been shown (Sansum‘*') that other organic acids are 
effective, including especially from the dietetic standpoint, citric acid 
(lemon and grape-fruit), lactic acid (buttermilk, acidophilus milk, and 
acidified whole milk) and acetic acid (vinegar). The advantages of 
these organic acids in maintaining the hydrolytic action and keeping 
the pyloric sphincter closed is that they do not in process of later 
digestion and absorption increase the blood chlorides or tip the acid- 
base equilibrium to the acid, but rather to the basic side. They are 
consequently useful when it is desired to control the motility of the 
stomach and hydrolysis of proteins while alkalinizing the patient. 
Failure of hydrochloric acid function under item (2) presumably may 
be compensated by an abundant pancreatic and intestinal secretion. But 
the effect of a deficiency of acid is to interfere with the full development 
of pancreatic secretory capacity, as will presently be seen. As a dis- 
infectant, Burget *? and also Poppen ** consider hydrochloric acid less 
important than it has been represented. Ricen, Sears and Downing,** in 
a more recent review of the bacteriology of the duodenum, cited earlier 
workers as favoring the disinfectant importance of hydrochloric acid, 
while Raue,*® Bogendorfer,** and particularly Lowenberg ** considered 
it only one factor. The studies of Arnold and Brody,** however, indi- 
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cate that the autodisinfecting mechanism of the upper part of the small 
intestine is dependent on the presence of acid-buffered material. If it 
is alkaline, organisms of the mouth can reach the cecum; otherwis: 
they cannot. Ricen, Sears and Downing found that the duodenal 
contents of fifteen normal persons were practically sterile except for 
the presence of aciduric organisms, while those of patients with 
achlorhydria had a flora rich in nonaciduric organisms, many of them 
hemolytic. The duodenal contents remained practically sterile so long 
as the acid content of the stomach was sufficiently high. Nye *® found 
in a study of the factors controlling the growth of B. welchii in the 
intestinal tract that the pH of the normal intestine is always well to 
the acid side (4.1 to 6.5). The duodenal flora can be made like that 
of the colon if the px is raised to 7 or 8. Grayzel and Miller *° recently 
established the same pH norms for the dog’s intestine, which is acid 
throughout its length. Nye, Zerfas and Cornwell ** have shown the large 
increase in yeasts which takes place in the gastric contents in the 
absence of hydrochloric acid. It seems apparent, then, that either as 
such, or in conjunction with other agents, hydrochloric acid by its 
effect on the pu of the intestinal tract has a most important influence 
on the bacterial flora, which will be more fully considered presently. 
An insufficiency of acid, such as occurs in many diseases, alters the 
flora of the intestinal tract so that it contains more hemolytic organisms, 
and more gas producers. Ascending infection of the biliary tract, too, 
becomes in this way, perhaps, a concomitant element. 


GASTRIC ACIDITY AND BLOOD URIC ACID 


Another important relation of hydrochloric acid in the gastro- 
intestinal protein catabolism has been indicated by the observation of 
Kurti and Gyorgy ** that following the ingestion of a protein such as 
sodium nucleinate, a rise in blood uric acid ranging from 44 to 74 per 
cent above fasting values occurs in the absence of free hydrochloric 
acid in the gastric juice. With normal gastric acidity, the rise ranges 
from 5 to 19 per cent. Such an observation suggests that the high uric 
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cid values reported for the blood by Schamberg and Brown * in their 
patients with eczema, may be a function not only of their protein intake, 
but of their gastric acidity, which if they follow the rule established by 
other investigations, is apt to be subnormal. It is not, of course, wise 
to generalize on such meager data, but it would seem as if a continu- 
ance of a meat diet, which stimulates acid secretion, plus the giving of 


hydrochloric acid, would be more rational than the elimination of pro- 


teins from the diet. Meat and meat extracts, histamine and B-alanine 
ire the only direct stimulants of hydrochloric acid secretion, according 
to Ivy.*4 
ACTION OF HYDROCHLORIC ACID IN THE DUODENUM 

Hydrochloric acid impinging on the duodenal wall is apparently one 
of the agents capable of liberating the pancreatic secretory hormone 
into the circulation. The presence of acid is important for an adequate 
supply of pancreatine because there is apparently little or no cerebral 
secretion of pancreatic juice. It is, however, not absolutely indis- 
pensable, because it appears that bile in the duodenal contents may 
exert a similar effect. This, as Ivy ** pointed out, is probably the com- 
pensating mechanism in achylia and is so effective that Alvarez says 
that persons with achylia show no evidence of pancreatic insufficiency. 
But again, for the effective discharge of bile itself, an acid chyme is 
known to be important. Elman and McMaster ®® showed that an 
increase in resistance to the flow of bile resulted after an alkaline reac- 
tion had been induced in the stomach contents, and that the flow became 
free again when the stomach contents were acidified. They attributed 
the effect to stimulation of the sphincter of Oddi. Ivy,** citing 
Burget,®* pointed out that the most important factor in controlling the 
outflow of bile from the gallbladder and biliary passages is the motility 
and tonus of the duodenum, which Alvarez pointed to as the most sen- 
sitive portion of the intestinal tract. 


EFFECT OF HYDROCHLORIC ACID ON CARBOHYDRATE METABOLISM 
The work of Freud and Saadi-Nazin,®** who introduced 5 per cent 
hvdrochloric acid solution into the duodenum of animals, deals with 
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concentrations of acid which are too high to permit a clinical inter- 
pretation of results. Yet it is suggestive that by this means and also 
with the introduction of hydrochloric acid by mouth, they produced a 
marked fall in blood sugar, which they attributed to the stimulation of 
the internal secretion of the pancreas. It is possible that overdosing or 
hyperacidifying the slightly subacid stomach, which probably occurs at 
times in the acid therapy of rosaceas and acnes, exerts some of its 
known beneficial influence through an improvement in the metabolism 
of carbohydrates. 


INDUCTION OF ACHYLIA FOLLOWING ALKALI THERAPY 

A significant fact, involving the gastric secretion of hydrochloric 
acid, is the possibility, which Carlson ** pointed out, of inducing an 
achylia lasting several weeks following the prolonged administration 
of alkalis. This fact has been brought home to us repeatedly on wit- 
nessing the indiscriminate alkalinization of patients with urticaria, who 
after days on sodium bicarbonate and milk of magnesia, find them- 
selves worse than at the outset. The same remark applies with even 
greater force to the achylias of old age, which underlie a certain pro- 
portion of senile pruritus and involutional eczema and for which thes 
patients are too often treated by alkalinization. Rulison remarked 
with equal point on the irrationality of the routine alkalinization of 
rosacea, 

FUNCTIONS OF BILE 


sile is hardly to be regarded as a secretion of importance to the 


digestive process, except as it releases and increases the effectiveness of 


pancreatine. It assists in the emulsification of fats but as a dis- 
infectant, Ricen, Sears and Downing ** rated it as of little if an) 
importance. Many pathogenic organisms will grow in bile as a cultur 
medium. Freudenberg ** has found that it plays a réle in the proteol- 
ysis of milk, probably through action on the substrate, favoring the 
formation of high molecular compounds instead of amino-acids. 


FUNCTION OF PANCREATIC SECRETION 
Pancreatic secretion is, like gastric secretion, markedly susceptible 
to emotional suppression, to judge from Oechsler’s '* observations on 
dogs. As Alvarez remarked, freudians will be pleased to learn that 
the libido aroused by the presence of a bitch in heat inhibits secretion 
until the libido is gratified, when the pancreas again becomes active. 
Even the transplanted pancreas is sensitive to an animal’s distress 
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(Ivy **). It is evident that in the presence of emotional subacidity and 


coincident emotional decrease of pancreatic secretion, a person under 
stress suffers from a certain and possibly marked degree of breakdown 
of his proteolyzing mechanism, which may conceivably result in the 
imperfect splitting of his protein intake and the absorption of abnormal 
metabolites or even entirely undigested proteins. This, Ivy ™ stated, 
is an accepted view, and as such it forms the starting point for that 
part of our theory involving anaphylaxis by intestinal absorption, to be 
presently discussed. The succus entericus, also decreased under 
emotional stress, is insufficient to counterbalance the influence of com- 
bined gastric and pancreatic insufficiencies. 

Tonus and motility are more obviously affected by the nervous state 
of the subject, even than secretion. The suspension of gastric move- 
ment by anxiety, anger or fatigue has been familiar since Cannon’s 
earliest work on the rage syndrome. The suspension of movement in 
the intestine by emotion is equally familiar both in the experimental 
animal and in man (Alvarez). Stoppage of movement coincident with 
lack of bactericidal secretion gives rise to fermentative processes due 
to bacterial action which under essentially incubator conditions result 
in formation of toxic decomposition products in loco often supposed 
under the older concept of “ptomaine poisoning” to have been ingested 
with supposedly spoiled food. For example, we observed on our patient 
with transient hypochlorhydria, in whom an acidophile flora was being 
maintained by large doses of acidophilus milk on an ordinary diet, that 
coincidently with periods of marked overload, anxiety and loss of 
sleep there developed a putrid odor to the stool and marked intestinal 
flatulence (gas bacillus?) which disappeared after a day or two of 
comparative rest. The diarrhea of the day following emotional shock is 
perhaps better explainable in this way than by the “peristaltic rush” 
beginning with the duodenum and running downward to the colon. 
Coincidently we have, we believe, observed evidence of the peripheral 
vasodilation which under a later division of our theory we shall cite 
as a possible symptom of the absorption of histamine products from 
the intestinal tract. We have with good effect in several cases warned 
our patients to regard their swollen, bluish and itching feet as a warn- 
ing to rest and to avoid the eating of indigestible foods. 


THE VAGUS-SYMPATHETIC CONTROL OF THE GASTRO-INTESTINAL 
TRACT—RECENT VIEWS 

The phenomena of peristalsis, spasm and sphincter control, as well 

as the nonhormonal part of the secretion mechanism are involved in 

certain recent changes of point of view with regard to the nervous 

mechanism governing the gastro-intestinal tract. The more or less 
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familiar Eppinger and Hess *® conception of a balance between thi 
sympathetic and the parasympathetic or vagus parts of the autonomic 
nervous system has, as we have intimated more in detail in our longer 
review, undergone a good deal of revision since its promulgation. It 
now appears that various parts of a structure, i. e., its secretory function 
and its circulation may be under different controls at one and the same 
time ~(Szondi®). Even in well defined clinical pictures such as 
neurogenous mucous colitis, according to Bockus, Bank and Wilkinson,‘ 
it is impossible to define a vagotonic or a sympathicotonic make-up, 
though signs attributable to the extended vagus mechanism are the mor 
evident. Brill,°* in his careful study of vagus-sympathetic reactions 
in neurogenous eczema, encountered the same problem, found it insoluble 
and was obliged to devise a concept of neuropathic lability to reconcile 
the conflicting results which he obtained with pharmacologic tests. The 
autonomy, reversibility and interchangeability of sphincter control in 
the gastro-intestinal tract have become apparent through Carlson and 
Litt’s °° demonstration, confirmed by Thomas, that the reaction of the 
cardiac and pyloric sphincters is dependent, not on which system does 
the transmitting, but on the physiologic state of the sphincter at the 
moment the stimulus is received. If it is relaxed, either a vagus or a 
sympathetic stimulus causes contraction, and the same situation prevails 
with respect to relaxation if the sphincter is contracted at the time of 
receiving the stimulus. Thus spasm becomes a feature of either 
sympathicotonia or vagotonia, and it becomes difficult to speak in exact 
terms of vagotonia and sympathicotonia of the digestive mechanism. 
We are reduced to guess work in our effort to relieve symptoms with 
autonomomimetic drugs. The vagotonic cast of from 65 to 75 per cent 
of the cases of neurogenous dermatitis, on the one hand, and neurog- 
enous mucous colitis, on the other, perhaps makes atropine the 
safest guess in dealing with dermoneuroses associated with dysfunction 
of the gastro-intestinal tract. From what we know of the importance of 
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duodenal regurgitation and the tone of the pyloric sphincter, it is no 
longer possible to accept high acid values in a test meal as conclusive 





of vagotonia, or subacidity of sympathicotonia. 










AND ABSORPTION 





PERISTALTIC GRADIENT 







An interesting and suggestive piece of work by Burnett,®° which 
confirms observations by Alvarez and Freedlander,®** and which is too 
little familiar to dermatologists, indicates that there is a distinct relation- 
ship between the well-being of the skin and the peristaltic gradient or 
progressive wave movement of the intestinal tract from duodenum to 
cecum. The conception that the food taken one day should be 
evacuated as residue early the next is apparently erroneous, for by 
employing markers, both these authors found that it is not until the 
fourth day, in the normal bowel, that 80 per cent of the markers were 
eliminated. Burnett correlated this slow or, more correctly, normal 
rate, with absorption, and indicated that the eczematous skin, for 
example, responds favorably as the passage of food through the tract 
is reduced in speed toward this norm. There is reason to suspect that 
the hypermotile bowel which discharges a colored stool within from 
four to six hours after a meal of beets, spinach or blueberries is an 
irritable, nonabsorbing bowel, apt to be associated with an irritable 
skin. Thus, with patients exhibiting gastro-intestinal hypermotility, 
the administration of roughage diets may be as serious a mistake as is 












the encouragement of a cathartic habit. 







COLON 





IRRITABLE 










The cutaneous concomitants of an irritable colon are well summarized 
from a series of fifty cases, in the study of neurogenic mucous colitis 
by Bockus, Banks and Wilkinson already referred to. They found that 
thirteen, or 26 per cent, of their patients gave histories of urticaria, 
that two had had angioneurotic edema, two hay-fever and one asthma. 
\ll cases gave evidence of a labile cutaneous vasomotor and nervous 
background in the form of chilly sensations, hot flushes, cold hands and 
feet, itching and local blotches. Eighty per cent of twenty-seven 
patients tested had dermographism. Whether effect or a concomitant 
factor, such frequencies seem significant. Stockton ®’ speaking broadly 
of cutaneous accompaniments of chronic intestinal disorders pointed 
out their fairly common association with urticaria, eczema and herpes. 
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THE Py OF THE INTESTINAL TRACT 


We come now to the more detailed consideration of the significance 
of the py of the intestinal tract, both for the tract as such, for the 
skin and for the body at large. Briefly stated, the py of the intestine 
controls two things: the growth of putrefactive and gas-producing 
organisms, and the absorption of calcium taken as food. 

As previously stated, Ricen, Sears and Downing, Arnold and Brody, 
Nye and other investigators have shown that an acid chyme and a py, 
well below 6.5 are essential to prevent the development in the ileum and 
in the duodenum itself, of a flora identical with that of the colon; in 
other words, preponderantly B. coli and B. welchii. Moreover, with 
duodenal contents of high py hemolytic organisms begin to appear. 
There is no absolute experimental proof that we know of that these 
organisms or their products penetrate the intestinal wall. But it is at 
least suggestive that Koessler, Maurer and Loughlin ®* have shown that 
avitaminosis markedly influences the permeability of the mucosa of the 
upper intestinal tract, and that a duodenitis may have the same effect. 
It is not difficult to conceive that with hemolytic pathogens present, the 
toxic erythemas, some of them such as erythema multiforme iris, bear- 
ing all the earmarks of infections of the blood stream, may be the 
sequels of penetration of the intestinal wall by organisms which under 
conditions of low acidity and high py have set up in the tract a local 
inflammation that has permitted them to gain access to the blood 
stream. The etiologic riddle of recurring attacks of toxic erythemas 
and erythema multiforme after all the familiar foci of infection are 
eliminated, may never be solved until these more intimate and inacces- 
sible processes in the intestine are fully understood. 


ABSORPTION OF HISTAMINE-LIKE SUBSTANCES 
While the direct invasion of the blood stream by organisms produced 
in an intestinal tract of low acidity may be important, the absorption of 
toxic substances through an intestine of increased permeability due to 
inflammatory change is probably more often operative and of greater 
practical significance for our theory. The increase in Welch organisms 


in particular which takes place under a high py has important possibil- 
ities. Kendall and Schmitt ® have shown that cultures of the gas bacillus 


contain a substance pharmacologically histamine-like in action on the 
blood pressure of the dog. If this substance is produced in the human 
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intestine and absorbed in sufficient amounts to pass the liver filter and 
reach the skin, and if its action in the circulation is that of a histamine 
body, we may then have set in motion from this cause alone all the steps 
of the Lewis *° cycle of erythema, wheal formation and vesiculation. 
It will be recalled that Lewis has apparently shown that the development 
of red strich, red flare and wheal is the result of liberation of a 
histamine-like substance “H” in the skin, which acts to increase the 
permeability of capillary walls (with wheal and vesicle production) and 
to induce local dilatation of the stronger arterioles (erythema) through 
the excitation of an axon reflex. A decade has thus brought us almost 
within sight of the experimental proof of the concepts advanced in this 
country on theoretical grounds by Harris ** with regard to the etiologic 
mechanism of dermatitis and eczema. We may at least consider it 


possible that the production by the gas bacillus in the intestinal tract of 


a histamine-like substance, when the growth of the organism is 
sufficiently favored by a high intestinal py, may on absorption of that 
substance, give rise to the clinical pictures of erythema, urticaria and 
dermatitis. If, as again we well may, we conceive of depressant 
emotion, worry and fatigue as capable of altering the py of the 
intestinal canal in an alkaline direction by their effect on the secretion 
of hydrochloride acid, we have completed a potentially important link- 
age of emotion with cutaneous outbreaks of erythema, urticaria and 
dermatitis by way of the physiology and bacteriology of the gastro- 
intestinal tract. Lewis in his chapter on the significance of his results 
for the interpretation of skin eruptions, makes explicit provision for a 
source of “H” substance at a distance from the skin itself—a source 
such as Kendall and Schmitt have apparently found in the Welch 
bacillus which thrives under the conditions that we have considered; 
namely, hypochlorhydria and achylia, transient or permanent, and 


consequent high intestinal py. 


THE CARBOHYDRATE FACTOR IN WELCH BACILLUS 
PROLIFERATION 
A by-product, but an interesting and clinically significant one, of 
the considerations we have been discussing, concerns the action of 
ingested carbohydrate in connection with the mechanism discussed. 
Kendall, Day and Walker ** showed that the gas bacillus is controlled 
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not only by the low fy of the intestine, favored by milk fermenters, 
and acid chyme (Arnold and Brody **), but by a low intake of carbo- 
hydrates. Here, then, apart from the effect of carbohydrate ingestion 
on the dextrose content of the blood and the storage reservoirs, 
including the skin (Folin, Trimble and Newman‘), is a reason based 
on fundamental bacteriology, for reducing the intake of carbohydrates in 
patients suffering from erythema, urticaria and dermatitis following 
depressant emotional stress. To reduce the carbohydrates in the 
presence of a py high because of insufficient gastric hydrochloric acid 
output, is a rational method of discouraging a bacterial source of “H” 
substance, namely, the Welch bacillus. A certain further reduction 
may perhaps also be anticipated following the still discussed procedure 
of direct introduction of acidophil organisms in cultures such as those 
of B. acidophilus. 


KETOGENIC FACTORS—EFFECT OF ACIDOSIS 

There is yet a further theoretic plausibility to the reduction of 
carbohydrate intake, which concerns diet, though not the gastro- 
intestinal tract as such, which might be mentioned here. Rich,” in an 
apparently careful investigation of “acid” and “alkaline” reactions 
of body secretions in connection with emotional make-up, suggested 
that, easy-going, good-natured nonaggressiveness is associated definitely 
with a tendency to a high bodily acidity. This, he indicates, is the 
explanation of the sedative effect or decreased irritability of the 
epileptic subject on a ketogenic diet. (Wilder, Peterman,*® Barborka *°). 
The patient is kept in a mild state of acidosis by the sharp reduction of 
his carbohydrates and the increase of his fat intake. One of us has 
frequently taken occasion to remark before this possible explanation of 
the situation was available that he believed the extreme reductions 
of carbohydrates with increase of fats, which he found so frequently 
helpful in controlling urticaria and dermatitis, operated almost as much 
through their ketogenic effect as through the reduction of carbohydrate 
as such. It would now appear that perhaps ketogenesis by increase 
of fat intake as well as carbohydrate reduction is a proper form of 
dietary sedative procedure for the neurogenous dermatoses, in addition 


to its possible influence on the gas bacillus generated substance “H”’. 
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Before the dietary phase of the subject is dismissed, attention might 
be drawn to miscellaneous possibilities, including the suggestion that 
a high protein intake, instead of the low protein intake so often recom- 
mended, is the appropriate therapy for a gastric hydrochloric acid 
insufficiency, and the consequences that ensue from it. Meat and meat 
extracts are among the few substances capable of arousing directly by 
contact with the mucosa of the stomach, the secretion of hydrochloric 
cid. Histamine, of course, does so on injection, and its absorption 
irom the intestinal tract might well be conceived, through stimulation 
of acid secretion, to act as its own corrective for a low intestinal pH. 
In recommending meat and meat extracts for the diet of the patient with 
a cutaneous neurogenous explosion, we deal, however, with a situation 
complicated by the general reduction in proteolytic power along the 
entire gastro-intestinal tract, occasioned by the effect of emotion on 
pancreatic and intestinal secretion as well as the output of hydrochloric 
acid. The sudden dumping of proteins in the form of meats into a 
vastro-intestinal tract deficient in the means to secure their complete 
ivsis into amino-acids, opens the way for the absorption of abnormal 
split products and consequent allergic manifestations, and also to the 
formation of toxic decomposition products by bacteria greatly increased 
in numbers by the previously prevailing high py values. Add to this 
the increased permeability of the intestinal wall noted by Koessler, as 
a result of localized inflammations set up by flourishing organisms of 
appropriate types, and we have a combination of conditions which can 
set at naught and in fact reverse in serious fashion, the theoretic 
advantages of increased protein intake as a means of correcting low 
hydrochloric acid output and high intestinal py. It would appear, then, 
from these considerations, that reduction of carbohydrates and increase 
of fats if tolerated, with a simplification of protein intake, i. e., milk, 
and the administration of hydrochloric acid, is a rational procedure in 
psychogenous cutaneous outbreaks. If any carbohydrate is administered 
in quantity, it should be one known to encourage the growth of 
acidophil flora; i. e., lactose, either as such, or as milk. When it is 
considered that in addition milk is the chief vehicle of calcium in the 
diet of the normal person, its rationale in the treatment of dermatoses 
of gastro-intestinal origin (emotional and other) is apparent. 


INTESTINAL Py AND CALCIUM ABSORPTION 


The growing realization of the importance of calcium as the 
sedative influence in cellular metabolism, makes particularly important 
the work of the last several years on the mechanism of its absorption 
from the intestinal tract. The newer conceptions have been brought 
forward mainly in studies of the rickets-producing diets. Inouye,” in 
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1924, showed that lactose feeding was able to raise calcium absorption 
sufficiently to prevent tetany in parathyroidectomized dogs. Irving and 
Ferguson ** found that intestinal acidity favored absorption of calcium 
by the blood, a py of 3 being optimum in the animals with which they 
worked. Abrahamson and Miller *® found that on a rickets-producing 
diet in rats, a rise in intestinal py occurred which resulted in the 
deposition of the calcium as the insoluble phosphate. When cod liver 
oil was administered, however, the intestinal py dropped to normal and 
absorption of calcium again took place. Bergeim *° confirmed Inouye’s 
observation of the increased absorption of calcium on diets high in 
lactose, probably because of the increased intestinal acidity from lactic 
acid produced by acidophilus organisms thus encouraged. Yoder,*! in 
analyses of the feed and feces of rats on a rachitogenic diet plus cod 
liver oil, found marked utilization of calcium and phosphorus.  H« 
found further that lowering of the py of the intestinal tract increased 
the utilization of calcium. Grayzel and Miller *° recently found that the 
normal reaction of the dog’s intestine is acid throughout its entire length, 


and that on a diet known to produce rickets in puppies, the reaction 
becomes alkaline. Cod liver oil restores the py to normal. 

From this series of observations it is evident that the py of the 
intestinal tract is a most important element in the ability of the patient 
to absorb from his food, which is its natural source, the chief 
irritability-reducer for his cellular metabolic mechanism. An acid py 


produced by sufficient hydrochloric acid in the gastric secretion, or the 
activity of properly encouraged acidophil organisms, or antirachitic 
vitamin (cod liver oil) singly or in combination is capable of tipping 
the balance toward the calcium-absorption side. This balance may 
have been lost through various causes, including prolonged emotional 
depression of the secretory mechanism, improper diet, or lack of 
vitamin or its equivalent in ultraviolet light of proper wave length 
The mere feeding of calcium as a therapeutic measure is of no value 
if the mechanism of the intestinal tract is not adjusted to its absorption. 
It is therefore necessary in the use of calcium as a cutaneous, or better, 
tissue sedative to provide the necessary acid ions for its utilization. 
This applies especially to its use by mouth. There is no longer any 
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reasonable doubt that calcium is absorbed into the blood when given by 
mouth, if the proper conditions are provided. These conditions for 
intestinal absorption of calcium can be secured, first and most rapidly 


by the simultaneous administration of hydrochloric acid or of large 


amounts of organic acids; and more slowly by the use of cod liver oil 
and lactose plus perhaps the therapeutic employment of ultraviolet light 
(general irradiation). One of the obviously advantageous ways of 
accomplishing an increased absorption of calcium by dietetic means is 
the use of acid milk and particularly hydrochloric acid milk, which has 
had recent commendation in the treatment of infantile eczema. 


FOOD ALLERGY AND EMOTIONAL STRESS 

We have shown how it is possible from existing knowledge to con- 
struct a reasonably coherent theory of what goes on in the gastro- 
intestinal tract of the patient whose skin is reacting apparently as a 
result of emotional or nervous stress, depression or fatigue. We have 
noted that under a rise in py following the reduction of acid secretion 
by the stomach, a well known effect of emotion and a common occurrence 
in a proportion of dermatoses of the type considered, the intestine may 
conceivably become the source of a histamine-like substance that may 
bring the Lewis cycle into existence by absorption from a distant point, 
while at the same time the local cutaneous defense mechanism in the 
form of the irritability-reducing property of the calcium ion is throttled 
through prevention of calcium absorption from the food. We have 
noted that the decrease in output of hydrochloric acid may perhaps 
modify protein metabolism so as to cause an increase of uric acid in 
the blood which is related at least as much to the achlorhydria as to the 
protein intake. We have shown that the reduction of proteolyzing 
power by the emotionally induced insufficiency of pancreatic and 
intestinal secretion probably predisposes to the absorption of abnormal 
protein split products. The subject may thus become sensitized to food 
and perhaps bacterial proteins. It appears as a further important phase 
of this conception, that inhibition of movement of the bowel or sphinc- 
ter spasm interfering with the proper evacuation of its contents (both 
producible by emotion), may give rise to distention and increased 
intestinal pressure. Hettwer and Kriz ** have shown that increased 
intraintestinal pressure caused by intestinal stasis may result in guinea- 
pigs in a sufficient degree of ab...ption of horse serum to cause ana- 
phylactic shock. If this conception is transferable to man, there is 
in it a fairly adequate explanation of the allergic manifestations of food 
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urticarias, brought into linkage with the effects of emotion on tly 
gastro-intestinal tract. Thus an eruption which appears as the seque! 
of a train of emotional influences may end with the outward semblance 
of a purely allergic phenomenon. This, we are inclined to believe, is 
the linkage that we have been seeking to explain those undoubted cases 
in which mixed pictures of psychogenous and allergic factors ar 
encountered. 


CIRCULATORY AND OTHER COMPENSATING FACTORS 

That a mechanism thus described lacks sufficient consideration of 
compensating factors is evident. By no means all or perhaps more than 
a small proportion of achlorhydrias result in sufficient alteration of the 
pu of the intestinal contents to give rise to the sequences suggested. 
Moreover, it is well known that presumably life-long absence of an 
acid chyme may be entirely consistent with good health. None the less, 
around achlorhydria as a central fact revolve such pictures as pernicious 
anemia; and McCann ** has recently, through considerations such as 
we have been discussing, brought chronic arthritis within the scope of 
this etiologic conception. Emerson ** has even pointed out an emotional 
factor in the production of atrophic arthritis, but it is not yet possible 
to connect the picture he describes with gastro-intestinal insufficiencies 
Undoubtedly the complex of secretion-infection-absorption relations 
contains within itself a certain elasticity that makes one phase protect 
against or compensate insufficiencies in another. Two elements may 
deserve special stress, one of which has not yet been mentioned. 
Barcroit *° especially has shown in the exteriorized intestine and spleen, 
the striking sensitiveness of the blood supply of the viscera to emotional 


influences, and physiologic states such as pregnancy. It appears that 
emotion blanches the intestine and shrinks the spleen, often to half its 
usual size. These observations have been carried over to man in the 
case of the spleen by Benhamou and Marchioni.** Normal activity of 


the intestinal tract is accompanied by congestion, and marked changes 
in blood supply are constantly occurring. Alvarez has suggested that 
vascular changes control the removal of gas, for example from the 
intestine and that their inhibition explains the flatulence of nervous 
persons. It is one of the characteristics of epinephrine, released in 
response to the Cannon ** rage syndrome, to blanch the intestine and 
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stop its movements. It is therefore conceivable that the very emotions 
which reduce gastro-intestinal secretion, at the same time, through the 
medulliadrenal syndrome, compensate for the effects of this reduction 
by cutting down the blood supply on which absorption of abnormal 
metabolites would depend. In addition to such a compensating factor, 
account must constantly be taken of the variations in absorption con- 
ditions induced by permeability changes affecting the mucosa. Just as 
the skin becomes refractory to the action of histamine and less 
responsive to many other substances on repeated contact, so a local 
impermeability, or an immunity to bacterial attack may conceivably 
develop in the intestine under certain conditions, which affects the 
absorption of elaborated toxins and imperfectly split products. There is, 
to recall again Koessler’s work, evidence that inflammatory reaction is 
important in determining the penetrability of the mucosa to agents which 
come in contact with it. A patient who for many weeks has been accumu- 
lating the conditions for the production of “H” substance in his digestive 
canal may remain largely unaffected until some immunologic balance is 
tipped or some new pathogenic agent gains entrance and an enteritis is 
set up, whereupon “H” substance is absorbed, and he bursts out with 
urticaria or toxic erythema. 

Adding these considerations to those of the vitamin factors in the 
digestive tract in their relation to the pu and the calcium intake, it is 
evident that there is more elasticity than at first seerns apparent, in the 
theoretic conceptions we have been advancing, even without invoking any 
external exciting cause. 


DIAGNOSTIC AND TREATMENT CONSIDERATIONS 


We conclude our theoretic attack on the problem of the gastro- 
intestinal share in the effect of emotion on the skin with some comment 
on diagnosis and therapy with respect to these structures. Following 
the rule generally applicable to all problems of this sort, no one element 
in etiology, pathogenesis or treatment can be allowed to usurp the field 
to the exclusion of others. The student of human nature may be 
inclined to rely too largely on psychic catharsis; the student of allergy 
on skin tests and elimination diet; the hurried practitioner or the 
inexperienced, on salts and more salts. The first item in the successful 
management of any case is, we believe, an appraisal. This is not to 
be construed merely as a mechanistically inspired work-up of urine, 
blood, blood pressure, urinary and blood chemistry, stool bacteriology, 
protein sensitization tests and basal metabolism. The patient should 
first be regarded humanistically. From his face, his clothes, his com- 
panions, his reactions when speaking and spoken to, more may some- 
times be gained than from examination of his blood or urine. A chance 
to tell his story under comprehending guidance and encouragement is 
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often more important than blood pressure, and in fact the need for it 
may be the only explanation of the blood pressure. Dietary appraisal 
should not be confined merely to check marks on an alphabetical list 
covering substances ingested in the last month or week, but should be as 
well, the meal-to-meal and day-to-day itemization of eating habits, so 
as to detect disturbances of balance. We find it helpful to record even 
ach spoonful of sugar and serving or slice, thus: “1 coffee ;* 2 potato; 
1 cereal dry; * 3-5 bread, w., wh;” etc. The way in which the food is 
eaten is often as important as what is eaten; so, too, with the spirit 
that pervades the occasion. It is remarkable how often the inability to 
chew, either from carious teeth, toothless jaws, or poorly fitting 
dentures is overlooked in a gastro-intestinal appraisal. Of the spirit, 
one can say only that the business luncheon conference, the Rotarian 
weekly festival and the wife’s determination to talk over with her husband 
at meal times what she cannot talk over with him at any other time 
have brought more than one dermatoneurotic subject to the brink of 
ruin. 

In the study of cutaneous pictures with a gastro-intestinal phase the 
question of just how far to push special examinations, with their mount- 
ing laboratory costs and delays in time, is not always easy to decide. 
We believe personally that experienced office manipulation can usually 
meet the situation, and that hospitalization is rarely called for except 
in extreme cases. It interested us greatly to have a notable Viennese 
tell us that he did not consider large bed services required for 
dermatologic work. The indiscriminate blood chemistry and_ basal 
metabolism determinations are particular in point. A blood sugar 
determination may occasionally be needed and a complete blood count, 
but blood calcium determinations contribute little or nothing, for the 
problem is one of tissue deposition, and renal insufficiencies can usually 
be suspected without the assistance of blood urea nitrogen and 
creatinine determinations. Who has not seen the patient with diathetic 
eczema, unbenefited and unelucidated, brought to his office after the 
local hospital staff has exhausted its repertoire of tests, omitting only 
the two possibly necessary ones, a cutaneous sensitization study and a 
test meal. Basal metabolism determinations are popular but rarely 
significant, especially in the neurogenous dermatoses, in which I have 
seen the variation range in three successive determinations from —13 to 
+35, much as in Ziegler and Levine's *’ study of psychogenous variation 
in results on the basal metabolism. It is especially interesting to read, 
for example, of Kay’s ** series of one hundred diagnoses of hyper- 
thyroidism, in which the skins of his patients were almost notably free 
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from any dermatologic lesion other than the frequent occurrence of 
“white line,” which requires no basal metabolism test for its elicitation. 

The identification of protein allergies particularly to ingested sub- 
stances is sometimes of great importance. Yet again, it has interested 
us to see how little such work-ups, costly both in money and in time, 
are worth in some of the adult urticarias with which we have had 
contact. It is freely conceded, even by ardent allergists, that symp- 


toms may be coming from some substances for which no cutaneous 
positive test may be had, and that some positive tests may mean nothing. 


It often seems as if last should be first and first last; and the patient 
might better from the start have been placed on a simplified, i. e. milk, 
diet, after a mild cathartic and fast of from twelve to twenty-four hours, 
than to have had this conclusion made after a skin sensitization work- 
up. We recall among six almost successive cases of urticaria, in which 
general examinations were negative and skin tests equivocal, one case 
in particular. In this patient giant urticaria and cardiospasm with 
marked loss in weight developed under purely nervous stress. Sub- 
jected to cutaneous tests, with positive reactions to coffee and cocoa, 
the patient continued to drink both, while he recovered from his 
urticaria by rest, mental relief, hydrochloric acid, pancreatine and 
calcium. Yet in the opposite direction we can recall an undoubted 
psychogenous component in a dermatitic process in which recovery 
seemed abruptly to follow the (perhaps psychic?) corrective of finding 
that apples and cocoa were really to blame. Hansen ** in discussing 
the recent argument among the asthmatists as to the effect of psycho- 
therapy, reported in detail the case of a patient who recovered from 
asthma on leaving home. He dreamed much of cats, and this dream had 
a symbolic significance in his psychic make-up. Unfortunately for the 
psychotherapeutic aspect, it occurred to Hansen to test him for cat fur, 
for which, among thirty negative tests he was thereupon found strongly 
positive. He had recovered by leaving the real cat behind. 

It is therefore a matter of judgment whether sensitization studies 
shall be employed. In the eczemas of sucklings, in urticarial outbreaks 
before the age of emotional reaction (and that is young indeed), in 
lichen urticatus sometimes and in the persistent localized dermatitic 
pictures which would be dermatitis venenata were one not prejudiced or 
impressed by his notation of psychic or emotional factors in the case, 
cutaneous tests may be important if thoroughly and completely done. 
More often, we believe, than is generally recognized, the temporary 
nature of the sensitization responses makes them unimportant if the 
causal background in nervous stress is attacked, simultaneously with 
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the use of a regimen calculated to put a stop to aberrant absorption o/ 
imperfectly split protein decomposition products. 

[s a test meal and examination of the stool a necessary part of th: 
work-up of a patient with a combined gastro-enterologic and cutaneous 
neurogenous condition? There can be no doubt of the satisfaction, t; 
an examiner, of a test meai report, especially if one can record such 
uniform results as those of Ayres.*® But in a good many cases the out- 
come will be the same if one proceeds cautiously but empirically along 
the lines suggested by our theory. Not a great deal of help is to b 
had from the patient’s gastro-intestinal symptoms, as several observers 
have pointed out. None the less, of some use in our experience, for 
empiric guidance are the following items. 

1. A hyperchlorhydria and an achlorhydria may, if the latter con 
dition causes symptoms, feel almost exactly alike to the patient. As 
we have observed it, the absence of soda relief, the earlier onset after a 
meal, the somewhat less burning quality of the discomfort (more a 
heaviness and squeamishness) is suggestive of the hypochlorhydria. 


2. Much belching suggests duodenal regurgitation or aerophagia. 


3. Passing of flatus in large amounts, or of frothy gaseous “explo- 
sive” stools, especially if foul, is suggestive of a reduction in gastro- 
intestinal secretory functional capacity. 

4. Alternations of short attacks of diarrhea or merely “loose”’ move- 
ments with brief episodes of constipation is a rather common picture in 
the improperly utilized high carbohydrate diet. 

5. Distention, cramps and pain below the xyphoid process relieved 
by atropine are suggestive of spasm. 

6. Lead pencil stools and fecal ball sensation at the anal opening ar« 
also suggestive of spasm. 

7. A tendency toward the rosacea distribution of any dermatosis 
such as acne, or seborrheic eczema, is suggestive of a gastric disturbance 
of the hypofunctional type. 

The value of an examination of the stool seems to us to depend so 
much on the thoroughness and skill of the examiner that it can seldom 
be expected to be helpful under routine conditions, especially wher. 
plating is not done. None the less, when the facilities permit, both 
clinical and experimental studies of this sort should be profitable. 

The empiricism of the diagnostic approach inevitably leads to a cer- 
tain empiricism in treatment. The cathartic is the best example of it. 
A cathartic in the average intestine performs two functions—a peri- 
staltic sweeping out of infectious and toxic material, and a restoration 
for the moment of the normal gradient from duodenum to colon, tend- 
ing to eliminate local areas of spasm and reverse peristalsis. Once this 
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purpose is served, the continuance of catharsis is a detriment in any 
gastro-intestinally grounded dermatosis. In the urticarias in particular, 
it is, we believe, responsible for the extreme severity of some of the 
c.ses which come to us from inexperienced medical or home manage- 
ment. The second empiric error is the routine administration of alkali 
under the impression that these patients are uniformly the victims of 
some form of acidosis or anaphylactic process. The frequency with 
which patients named among the hypochlorhydric groups in the table 
are able to take hydrochloric acid with benefit is a strong argument 
against the routinization of alkali therapy. It seems to us preferable to 
routinize acid therapy, and to correct any error thus caused when the 
patient shows discomfort, than to run the risk of inducing or accentuat- 
ing a hypochlorhydria, the consequences of which are potentially much 
more serious, by a prolonged or uncalled for alkalinization. It would 
seem from the foregoing theoretic considerations that acid, and hydro- 
chloric acid in an emergency, is the ideal controller of duodenal regurgi- 
tation, the commonest neurosis of the upper part of the intestinal tract. 
[t is coincidently the ideal stimulator of pancreatic secretion and bile 
flow, the ideal quick-acting acidifier of the py and sterilizer of the upper 
intestine. Any signs of ill effect from it can be almost instantly cor- 
rected, while those of anacidity are more insidious and difficult to recog- 
nize and slower of correction. 

Dobson ** has made a number of observations of importance to the 
effective therapeutic use of dilute hydrochloric acid. The prolonged use 
of it is capable, apparently, of stimulating the secretion of acid by the 
stomach itself, so that it is rational remedial treatment for hypochlor- 
hydria. It should be given in maximum tolerated doses to 30 minims 
(1.8 cc.) each, from the middle of the meal, at fifteen-minute intervals 
for four or more doses, if well borne. Two ounces (59.2 cc.) of 
diluent per dose is allowed. We have, however, seen benefit from total 
dosages of from 40 to 60 minims (2.5 to 3.6 cc.) per meal. 

Sansum,** whose views have impressed us as well grounded, pointed 
out that the hydrolyzing and sphincter control action of an acid may be 
secured by the use of citric, lactic and acetic acids, without the effect on 
the acid-base equilibrium of the use of hydrochloric acid. We have of 
late imitated his methods to good advantage by combining the adminis- 
tration of hydrochloric acid with that of lemon or grape-fruit juice, or of 


utilizing the latter alone. Vinegar may be used in an emergency. 
Sansum has gone a step furthei in the employment of a rational treat- 
ment by giving enteric-coated pancreatine with the acid therapy in 
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urticarias to make up for the temporary deficiency of pancreatic secre- 
tion which would be expected from the logic of the situation. This, as 
he pointed out, not only secures a better utilization of proteins but 
seems to favor the handling of carbohydrates, so that they can be 
administered in larger amounts to combat any symptoms of acidosis if 
necessary. Sansum described excellent results in previously refractory 
urticaria and eczema, accompanied by food allergy under this regimen, 
even the allergy being apparently done away with. The gains in weight 
which ensue in nervous patients are sometimes remarkable. At least a 
part of the increased food tolerance comes, we believe, from the effect 
on the Welch and colon flora of the induced return to an acid py in the 
intestine. Of late we have taken advantage, with good effect in several 
cases, of the opportunity to implant an acidophil flora with acidophilus 
milk, the milk serving an additional purpose as a vehicle of calcium. 

The provision of a liberal allowance of calcium is often accom- 
plished by injections of the chloride or gluconate, which appeals to us 
essentially as an emergency measure. It would seem, however, that the 
plan of administering milk acidified with hydrochloric acid or lactic 
acid, or the simultaneous administration of unacidified milk with a ration 
of hyrochloric acid in lemon juice, is the better procedure when under- 
nutrition must be combatted and prolonged effect secured. This use of 
acid and milk may be reinforced, of course, by calcium lactate, gluconate 
or phosphate given on the empty stomach in large doses. The tendency 
to constipation which may ensue when an acidophil culture is not used, 
can be corrected usually by comparatively small doses of mineral oil; or 
when the patient is evidently of a vagotonic type, by the use of atropine, 
of which small doses seem as effective as larger doses with less risk of 
encountering hypersensitiveness. 

The use of the vitamins in gastro-enterologic disorders associated 
with nervous states can be theorized about to some extent. Vitamin A 
was pointed out by Koessler and others as a factor in intestinal per- 
meability. Vitamin D evidently has a place in connection with the 
acidifying of the intestinal tract, and may be administered, though we 
have more frequently used ultraviolet light as more acceptable to the 
patient, to secure the effect on calcium absorption. Vitamin B, as 
standardized yeast extract, may have the effects described by Mills, 


Chu-Pin and Su-En,°° who found that an acid alcohol extract of plants 


rich in “B” had a hyperglycemia-reducing effect, presumably by action 
on the pancreas. The significance of a lack of vitamins for the behavior 
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of the intestinal tract is evidently so important that empiricism will err 
to the safe side in providing an abundance. 

One more form of treatment of which we have no personal experi- 
ence may be mentioned—the injection of histamine which Bartels and 
Powelson ** reported as being used for reducing the sensitivity of 
patients to substance “H” as suggested by Lewis’ work. As histamine 
is one of the few stimulators of hydrochloric acid secretion by the 
stomach, we should imagine that its effects on the gastro-intestinal tract 
and its effects on the skin, while perhaps both beneficial, might be indis- 
tinguishable. 

The devotion of so much space to the consideration of the gastro- 
intestinal therapy of neurogenous dermatoses as such will, we fear, still 
further obscure in the minds of our audience the whole of which this 
paper merely forms a part—the consideration of the effect of emotion 
on the skin by way of its action on various visceral, nervous, circulatory 
and other biologic mechanisms. We feel that we must reemphasize the 
component rather than the all-inclusive character of each of these items 
in the etiologic pattern of the dermatoses considered. ‘That we make no 
mention of focal infection, for example, arises, not from ignoring or 
underrating it, but from the fact that we are concerned only with 
special components or phases—the psychogenous, the gastro-intestinal— 
and not with the whole etiologic picture. Our closing paragraph merely 
recalls the existence of a neuropsychiatric component because an exten- 
sive survey of general and dermatologic literature which has preceded 
this is not as yet published. The patient whose digestive tract has 
reacted to nervous stress and in doing so has established repercussions 
in his skin, is not ideally treated unless side by side with the corrective 
measures we have described he is dealt with as a personality problem. 
Stockton emphasized the importance of psychotherapy in dealing with 
the intestinal tract. Hansen, in endeavoring to interpret the conflict of 
the students of asthma over the relative import and significance of 
psychotherapeutic as compared with medical and immunologic factors 
in this disease so closely allied to the neurogenous dermatoses, sum- 
marized the function of the psychotherapeutic approach by saying that 
it raised the threshold of irritability of the autonomic nervous system to 
the point where reaction to still existent biologic stimuli such as those 
of allergens no longer took place. It is not the purpose of this paper to 
discuss the management of the neurogenous factor. We merely record 
our conviction that no amount of calcium or hydrochloric acid, poured 
in to fill a gap, can take the place of painstaking removal of the wedge 


91. Bartels, S. C., and Powelson, M. H.: The Rate of the Circulation of 
the Blood in Vascular Diseases as Determined by the Use of Histamine, Proc 
Staff Meet. Mayo Clin. 4:217, 1929. 
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that caused the rift. The larger our experience and the more careiul 
our search, the more we are inclined to believe that in the urticarias and 
urticarial dermatitides of middle life, in the diathetic eczemas and 
rosacea, and even in dermatoses which, like epidermatophytosis, seem 
far removed from psychologic considerations, the tension make-up, the 
personality defect, the conflict and anxiety, the repression and the com- 
plex have their place as causal influences, to be sought out and rectified 
side by side with, and sometimes even before, the correction of the more 
apparent physical dysfunctions. 


ABSTRACT OF DISCUSSION 

Dr. Harvey P. Tow .e, Boston: I think that the Association should welcome 
such papers as this. Too long it has been the practice in medicine not to see 
the forest because of the trees. We have been so engrossed in our study of the 
oaks, the elms, the beeches and the other trees that we forget that together they 
make a whole. Here is an attempt to trace backward toward the cause. We 
were all taught in medical school that the body is a whole, but we have drifted 
away from that. We have laboratories for study of the bones, the heart, the 
stomach, the muscles and so on, each one putting out his own concept that each 
had the control of disease, and gradually forgetting other views and concentrating 
on his own until he could see nothing else. I think that this paper is a most 
admirable attempt to put all of the human trees together to view the forest. It 
is illuminating to see how they all work out. Emotion predisposes to acidity. The 
acidity predisposes to the development of the gas bacillus. The gas bacillus pre- 
disposes to histamine. Histamine in the circulation may produce a wheal in the 
skin. We have caused wheals experimentally but here is a living example of 
how it can be produced by hodily causes. The trail leads back to the effect of 
emotion and to the vegetative nervous system. 

I wish to say again that I think Dr. Stokes deserves our thanks for attempting 
to put together this enormous mass of literature. I think that he will never finish, 
but he has made a good start. 

Dr. SAMUEL AyREs, JR., Los Angeles: I wish to express my gratitude to 
Dr. Stokes for correlating these extremely interesting facts. 

We have been somewhat interested during the last two years in checking 
the gastric secretions in some of the dermatoses. We make reasonably sure first 
that we are not dealing with an eczema due to external causes, and in the cases 
of eczema of unexplained etiology in which we have tested the gastric juice, we 
have found approximately from 70 to 75 per cent with hypochlorhydria. We 
have analyzed about fifty cases. I think that the fractional method of testing 
should always be used. We always record whether the patient has any great 
difficulty in swallowing the tube, and it has been our experience that some of 
these patients have a perfectly normal secretion. The psychic effect of swallow- 
ing the tube has not been accompanied by diminution in secretion. 

I consider the history of emotion very important in taking a history of eczema. 
It is surprising how many persons live under constant emotional strain. <A 
careful search into the emotional history has been illuminating in many cases of 
eczema, especially in the acute type. 

In addition, we have been checking up on the condition of the stool. One is 
often given a great deal of help in finding large amounts of undigested starch, 
revealing a defective pancreatic secretion. 
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Dr. H. H. Hazen, Washington, D. C.: I have been much interested in the 
juestion of achlorhydria, and should first of all like to congratulate Dr. Stokes 
n getting the kernel out of the nut of literature as well as he has done. How- 
ever, there are two or three things I think we might well call to attention. In 
the first place, some of the so-called psychic responses in the intestinal tract are 
probably due to actual organic disease. I recall a friend who had perfectly 
typical psychic attacks, and yet some one finally persuaded him to be operated 
on and found a carcinoma of the colon which was apparently localizing the 
psychic attacks to this particular region. 

In the second place, we must be very careful of our laboratory work. It is 
true that the passage of the stomach tube the first time would probably effect 
the gastric secretion very little, but there are certain persons who take a tube 
vith such marked difficulty that the gastric secretion is limited by the dread of 
swallowing on subsequent passing. 

In the third place, the presence of achlorhydria and giant urticaria was called 
to my attention some years ago by a man on the hospital staff, and we have tried 
out the administration of hydrochloric acid in these cases, which resulted in 
helping a very few cases. 

Lastly, lest many of us attempt to administer hydrochloric acid, there is one 
thing Dr. Stokes did not mention and that is the fact that a soda solution should 
always be used in the mouth immediately following the administration of 
hydrochloric acid in order that the teeth may be protected. 


Dr. WALTER J. HicGHMAN, New York: It has always been of great interest 
to me when further evidence presents itself that dermatology is not an autonomous 
branch of medicine, but it is, as Dr. Stokes so ably demonstrated, a phase of 
medicine in its subtlest manifestations, and this most penetrating investigation of 
the literature may be a manifestation of his own bibliophillic genius. There is 


no doubt as to the value of the contribution. I do not doubt Dr. Stokes has 
reflected on this also, as he goes on with his work and accumulates his evidence, 
that it would be well to divide his literature into two groups: that concerned 
with concomitant manifestations, and that in which manifestations of the skin 
may be either the cause or the effect of general disturbances, as the case may be. 
Unquestionably this has to be done before we can have any opinion as to the 
value of his analysis. In an attempt of this sort we must apply to our etiologic 
knowledge laws similar to those of Koch in infection. The etiologic probability, 
then the practical test of therapy and the experimental production of the syndrome 
must be studied. ; 

[ wish, however, to outline a case history in which I had the impression that 
the patient was suffering from emotional disturbances. The patient, a girl, aged 13 
when first seen, now 28, had had eczema that had its ups and downs. She was 
fairly well during her married life, which began at about 19. Two years ago 
her husband died, and soon the eczema flared up and a cleancut connection between 
motional disturbances and the eruption was established in our minds, but the 
eczema did not improve as she became accustomed to her widowhood. After all 
ittempts to allay her trouble, we put her in the hospital and found that the only 
disturbance demonstrable was hypercholesteremia. Later she had her appendix 
removed and the eczema disappeared, promptly to recur after her return home. 
Of course, the appendectomy possibly was related to the eczema. Emotional 
listurbance, appendicitis, eczema! 

As a matter of fact, having to do her housework after her widowhood accounts 
for the eczema. It was found to be due to soap and cleansing powders. I am not 
speaking flippantly, but we have to bear simple things in mind before we speak 
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of Christian science and allied fallacies in relation to dermatoses, and I offer 
this case history as helping to illuminate the forest to which Dr. Towle alluded 

Dr. JAMES HERBERT MITCHELL, Chicago: I wish to point out the danger 
of considering the cause and effect reversed. The emotional disturbance may be 
the result oftentimes rather than the cause of a dermatosis. I well remember the 
case of a woman who came in heavily veiled and gave the impression of being 
abnormal mentally. I thought that I was in for a difficult experience with a 
person with paranoia or something of that sort, but found that she had larg 
quantities of sebaceous warts on the face. She had been going about wearing a 
veil for months and avoiding all social contacts, but after some intensive work 
she returned in about six months all dressed up and looking the world in the face. 
She had had an emotional disturbance due to her cosmetic defect, rather than vice 
versa. I see patients frequently who are emotionally upset because of a derma- 
titis due to such simple causes as cosmetics or hair dye. 

Dr. GEORGE M. MacKeer, New York: I was glad to hear Dr. Stokes state 
that he advises the empiric management of many dermatoses based on long 
clinical experience and knowledge of human nature, rather than to depend on the 
laboratory alone. Of course, the laboratory should be used, but I believe that 
it is a mistake to depend on these observations alone. Every physician is aware 
of the neuropsychic element in many medical conditions, but the mechanism by 
which this may operate is not well understood. This effort on the part of Dr. 
Stokes and Dr. Pillsbury to visualize that mechanism certainly should be 
applauded. It is difficult to draw conclusions when studying the literature dealing 
with laboratory results, because the results are so different in various laboratories. 
For instance, one laboratory will give a 4 plus Wassermann reaction and another 
a negative report on the same specimen. Consider one dermatosis; for instance, 
rosacea. I have not had a gastric analysis in all cases of rosacea, but I have had 
some analyses made and have not yet encountered hypo-acidity. One or two cases 
have shown hyperacidity, but most of them have been normal. 

Because of the psychic influence, particularly therapeutically, it is difficult to 
estimate the value of any of our therapeutic agents; for instance, the common 
wart and the flat wart. Bloch, as you all know, can cure at least 80 per cent oi 
these warts by suggestion alone. Therefore, do we cure warts because of the 
biologic effect of roentgen therapy or do the lesions disappear because of the 
psychic influence of the therapeutic effort? When I think along these lines, | 
wonder whether most of our therapeutic results are obtained through psychic 
influence or the direct biologic effect of the therapeutic agent. 

Dr. JosepH GRINDON, St. Louis: I wish to add my voice to the chorus of 
praise of the wonderful industry and insight in the paper of Dr. Stokes. 


In speaking of his work, Dr. Ayres said that they had carefully set aside the 
cases evidentiy due to yeast or fungi. I wish to say that I believe that even 
in those cases psychic influences often have a marked effect. I remember 


the case of a woman with an interdigital erosion, the wife of a physician. The 
case was obstinate but at times would clear up, only to return. Her husband 
assured me that the attacks came on only when she wanted something she could 
not get, and then when her wishes were acceded to eruption would clear up for 
a time. Prior to the investigations of Sabouraud in 1912, we did not know 
about the fungous origin of dermatoses of the hands and feet and used to speak 
of them by various terms. At that time it was my practice to prescribe small 
doses of strychnine, usually without local applications, with improvement and 
sometimes with apparent temporary cure. Since I have learned of the true cause 
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this condition, while I use local applications, I still: prescribe small doses of 
strychnine, 4% grain (0.00108 Gm.) three times a day, in most cases with good 


eftect. 

You may remember Leloir’s story of the girl who broke out with hives every 
time she was kissed. I would be giad to have Dr. Stokes take up an investigation 
as to whether kissing causes hypochlorhydria. 

Dr. WiLL1IAM ALLEN Pusey, Chicago: This discussion has taken me back 
to the days of my boyhood in dermatology, only in those days we talked of the 
influence of dyspepsia instead of using the more scientific terminology of today. I 
thoroughly approve of Dr. Stokes’ paper. One point in particular gave me satis- 
faction, and that was that he brought forth scientific evidence for my old point 
that acne rosacea is a part of dyspepsia. After Dr. Towle and Dr. Ayres had 
spoken I felt that there was nothing for me to say, but I wish to bring out the 
difficulty of appraising the effect of emotion. I have never found more than one 
or two persons who did not feel that they had a little more than their share of 
the world’s burdens to carry. I think that the only one who ever gave me a 
negative answer in this was a prosperous spinster of 60. She had some dermatitis 
which we attributed to emotional stress. She asked me the cause, and I told her 
I thought that it was due to emotional stress. She said, “Doctor, you will have 
to guess again; I have not a trouble in the world.” 

Dr. Joun H. Stoxes, Philadelphia: Dr. Hazen brought out an excellent 
point regarding the difficulty of differentiating the psychic from the organic. The 
effect of the tube, however, is a well established fact. It varies with the 
individual and, in fact, the importance of individuality in the reactions of the 
experimental animal as well as those of man stands out through this entire 
study. In the infant, in whom we can probably see the reflex mechanism better, 
it has been demonstrated that before gastric secretion can be determined with 
any degree of accuracy the infant must become indifferent to the tube. Regarding 
the use of soda solution as a mouth wash following the administration of hydro- 
chloric acid, I have found that this can be done quite as well with ordinary milk, 
provided the patient has not been permitted to draw the hydrochloric acid through 
his teeth. Regarding the valuable case reports of Dr. Highman and Dr. Mitchell, 
I believe that this Association will see the day when, just as mathematical 
physicists are now speaking of time forward and time back, cause and effect 
may even be reversed. I think that we may find, psychogenetically speaking, 
that even the warts that Dr. Mitchell spoke of as disappearing under suggestive 
treatment arise on a psychogenous background that has not been recognized. To 
show you that Dr. Pillsbury and I did not overlook these considerations, I 
refer Dr. Highman to our completed paper in which are cases corresponding in 
type to that which he brought up. Dr. Pusey is of course right in saying that 
most of us think that we carry more than our share of burdens. The next study 
that needs to be made is a determination of what is the normal emotional load. 
Then it will probably appear that many persons react pathologically to a normal 
load while others do not react at all to a much more than normal load. 
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The following salts have been reported to increase the urinary 
excretion of heavy metals, such as mercury, arsenic and lead: the halides, 
iodide, bromide and chloride, thiosulphate, bicarbonate and ammonium 
chloride. They might be expected to affect the excretion of bismuth 
similarly, but the question has not been investigated. It was thought 
desirable to carry out such a study in connection with our investigations 
of bismuth. In addition to the salts, we have tested the effects oi 
water-drinking and of thermal and mechanical measures. 

From what is known of these measures, their use would reflect the 
effects of salt action, changes in alkali reserve, acidosis, physical effects 
on the tissues, metabolic changes and pyrexia, according to the measure. 
The tissue changes produced might be fundamentally responsible for 
the well known variations in the excretion of bismuth, as well as of 
other heavy metals. While the variations in excretion appear to be 
generally related to the immediate changes in diuresis, the latter might 
be the result of tissue changes such as would be manifested through 
the measures tried. The effective measures might prove valuable 
adjuncts to the bismuth treatment for syphilis and in the treatment for 
poisoning from bismuth. For instance, if ordinary table salt (sodium 
chioride) were found effective in mobilizing bismuth, the treatment for 
syphilis might be promoted through the dietary. Exacerbations, or at 
least variations, in symptoms of poisoning from bismuth might be related 
to variations in the salts of the diet and so on. However, the determi- 
nation of the effects, if any, and their magnitude would be first in 
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order. Above all it appeared desirable to correlate the changes with 
changes in output of urine, since the latter might explain any effects 
that might be as well or better secured in practice by regulation of 
fluid intake than by resorting to drugs or heroic measures. 


METHODS 


Human subjects, at complete rest in bed, were used throughout the 


study. All of the subjects had received bismuth metal intramuscularly, 
except one who received bismuth sodium tartrate. Almost invariably 
the patients received the bismuth as treatment for cerebrospinal syphilis 
in the early stages. In other respects, the patients were well enough 
to attend to their current affairs. The dosage of bismuth varied greatly, 
but in all cases was sufficient to give an excretion which would result 
in accurate analysis. The method used for the estimation of bismuth 
was the same as that described previously.* 

The plan of the experiments was as follows: Only patients who 
had received bismuth at some time previously were used, so as to avoid 
the complicating effects of the progressive increase in excretion which 
occurs after administration has been stopped. That is, the experiment 
was made during the gentle slope of excretion or constant plateau, 
virtually after encapsulation. Specimens of urine were collected daily 
for at least two, and generally three, days before the measure to be 
tested was given; this was the control period. Collections of urine were 
continued until the subject recovered from a change in the excretion of 
bismuth; this was generally three or four days, and corresponded to the 
experimental period. The collection of urine was invariably continued 
during two additional days after the bismuth reached its previous level ; 
this was the post-period. A week was therefore required to complete 
the experiment, as a rule. The fluid intake was not always controlled, 
except in experiments specifically arranged for the purpose. The 
numerous details have been omitted. Only the percentage of change, in 
both urine and bismuth, obtained by comparing the peaks of the experi- 
mental periods with the last day of the control periods, is presented 
graphically in the accompanying charts. Changes over 10 per cent were 
considered significant. Therefore, the results indicate the maximum 
effects obtainable under the conditions. The results might be different 
in another type of experiment, such as prolonged administration of a 
salt (chronic experiments), on the total excretion of bismuth, or by 
other methods of administering the salts than the methods used by us. 
In the acute experiments, as carried out, economy of time and material 
was effected, and the data sufficed for a general estimate of the possi- 


1. Hanzlik, P. J., and Mehrtens, H. G., et al.: Clinical Excretion of Bis- 
muth: Bismuth Metal, Arch. Dermat. & Syph. 22:483 (Sept.) 1930. 
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bilities offered. The dosage of bismuth and the diagnosis of the condi- 
tion have been omitted as these data are of no special importance here. 
The doses of the different salts are indicated in the charts, and the use 
of other measures will be mentioned. 
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Chart 1—Effects of increased and decreased water intake on clinical urinary 
excretion of bismuth and urine output. In all the charts, the abbreviations at 
the bottom, composed of two letters, indicate the different subjects tested. 


CHANGES IN WATER INTAKE 
The effects of abrupt changes in urine output would be most likely 
revealed by causing sudden changes in water intake. This was tried 
with three subjects (Aa, Sr and Sn). The results are presented in 
chart 1. These show that increasing the water intake increased the 
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urine output invariably in the five trials made, and the bismuth excretion 
was increased in two (Sr and Sn) of the three subjects. Sn showed 
no further increases in excretion on two different occasions when further 
marked increases in water intake were given. Decrease of the water 
intake decreased the urine output and the bismuth excretion in all three 
subjects. Therefore, there is no doubt of a close correlation between 
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Chart 2—Effects of tub and steam baths and typhoid vaccine on the clinical 
urinary excretion of bismuth and urine output. 


changes in diuresis and bismuth excretion, the effects being in the same 
direction. From this it may be expected that the results with the 
various measures to be described might be accounted for by changes 
in the urine output and in turn by the hydration state of the tissues. 


THERMAL EFFECTS 


Baths —Two tub baths of one hour each were given to six subjects, 
and from one to three steam baths to four subjects during from twenty 
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to sixty-five (median, twenty) minutes. The oral temperature was 
recorded in each subject during the immersion. The results obtained are 
presented in chart 2; this also indicates the degree of fever, i. e., the 
number of degrees centigrade above the normal temperature (37 C.). 

It is seen that the six subjects receiving tub baths showed an equal 
distribution of increases and decreases in excretion of bismuth, but all 
showed decreases in urine output. In three of the subjects (Br, Bn 
and Mr), therefore, the increases in excretion were not associated with 
increases in urine output. In the other three subjects (Rf, O’B and 
Si), the decreased excretion paralleled the decreases in urine output, 
and the febrile temperatures were uniformly higher in this group than 
in the group showing increases in bismuth excretion. Accordingly, 
there appeared to be a lack of correlation between the changes in bismuth 
excretion and the fever and hydration of tissues. The decreases in 
urine output in all subjects was presumably due to sweating. 

The majority, or three, of the four subjects receiving steam baths 
showed increases in bismuth excretion. These increases were accom- 
panied by increases in urine output in two subjects (Fm and Gs) ; 
subject Yf showed no change in urine. Subject Gs showed an increase 
of 220 per cent in bismuth excretion, the most marked change among 
the entire group subjected to thermal effects, and more nearly like that 
of those receiving tub baths. The febrile temperatures in the two sub- 
jects (Fm and Yf), showing increases in excretion of bismuth and 


in one subject (Gr) showing a decreased excretion, were higher than 
in the subject (Gs) showing the greatest increase in bismuth excretion. 
This indicates a lack of correlation between the thermal and excretory 
phenomena. It is possible that if more subjects had been given ‘steam 
baths the distribution of results might be like that of the larger group 
receiving tub baths; hence, the net result would be nil. 


Typhoid Vaccine (chart 2).—Ten subjects were tested. The dosage 
was about 100 million bacteria in from one to two (median, one) doses 
injected subcutaneously. Fever occurred in all subjects and was more 
uniform than in the subjects given hot baths. The majority, or six, 
of the subjects showed an increase in bismuth excretion, amounting to 
a median of 15 per cent, one subject (St) showing an increase of 
180 per cent. These increases occurred independently of the changes 
in urine output which were variable throughout the entire group of 
subjects. The majority of the subjects showing decreases in bismuth 
excretion showed increases in urine output. The changes in bismuth 
excretion were not conspicuously related to the degree of fever, since 
the. fever in the three subjects (Br, Me and Ky) showing decreases in 
excretion were fully as high as, or higher than, those in the majority of 
the six subjects showing increases in excretion. 
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Taken collectively, the results on the twenty subjects treated with 
hot baths and typhoid vaccine indicate that the majority, or about 60 per 
cent, showed definite though moderate increases in urinary excretion of 
bismuth. The results reflected considerable individual variation. The 
two kinds of thermal changes were not strictly comparable; that is, a 
protein factor could not be overlooked in the action of the typhoid 
vaccine. However, the fever might nevertheless have been the determin- 
ing factor. At best, the results indicated that increases in body tempera- 
ture by baths and vaccines might result in moderate increases in excre- 
tion of bismuth, but the effects were not dependable. Comparatively, 
the effects on bismuth in the body, treated with these rather vigorous 
and heroic febrile measures, appear to be generally no better than 
those resulting from the simple expedient of changing the water intake 

chart 1). 

Malarial Fever —The production of malarial fever was tried in two 
subjects, inoculated with strains of tertian malaria, but without demon- 
strable effects on bismuth excretion during the febrile periods, except for 
small fluctuations during a gradual slope in excretion, which were no 
ereater than those during the control periods. One subject (Jn) had 
a well sustained fever of from 3 to 4 C. (5.4 to 7.2 F.) during a period 
of twenty-two days, and the other subject (Wg) had a less regular 
fever (up to 4 C.) during fourteen days. The results require no 
further comment. 


MECHANICAL EFFECT 

The mechanical effect was tested in three subjects (O’B, Bn and 
Hy) who were given rides on a mechanical device called an “electric 
horse,” which caused the equivalent of massage of the gluteal regions 
containing depots of bismuth metal. Moderate increases in bismuth 
excretion were demonstrated in two subjects, i. e., an increase of 20 per 
cent in Bn and of 46 per cent in Hy. The excretion in O’B was 
unaffected. As for effects on urinary output in the two subjects showing 
increases in bismuth excretion, a small decrease occurred in Bn and 
an increase in Hy. The data on the subjects studied are presented in 
chart 3. 

It is possible that longer rides than the twenty minute periods 
employed might have given more definite and consistent results, but the 
results obtained did not warrant extended experiments with this rather 
unpleasant form of mechanical measure. Massage of the depot accom- 
panying muscular exercise, therefore, might facilitate the liberation of 
bismuth, though variably. Direct massage might be more effective, but 
subjects at rest without massage other than from movements in bed 
excrete bismuth as effectively as do ambulatory subjects. 





1000 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


EFFECTS OF SALTS 

The following sodium salts were tried : chloride, iodide, thiosulphate, 
sulphocyanate and bicarbonate, and ammonium chloride. A range of 
doses was tried with each salt, in divided doses, generally 1 Gm. each 
Sodium thiosulphate was given intravenously, and all other salts in 
solution by mouth. Three different subjects were used for the chloride, 
thiosulphate, iodide and thiocyanate, and two each for the bicarbonate 
and ammonium chloride. One subject (Cs) was used twice for sul- 
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Chart 3.—Effects of a mechanical device on the clinical urinary excretion of 
bismuth and urine output of three different subjects. 


phocyanate and ammonium chloride. The total doses of the salts used 
and the data on the percentage of change in bismuth excretion and in 
urine output are presented in chart 4. 

It is seen that the salts that caused definite increases in bismuth 
excretion in the majority of subjects were the chloride, thiosulphate and 
iodide. The most marked increases were produced by sodium chloride 
i. e., increases of 90 and 400 per cent after total doses of 4.8 and 10 Gm. 
of sodium chloride, respectively. Both subjects (We and Sa) showed 
an increase in diuresis. Apparently, at least about 5 Gm. of sodium 
chloride is necessary to increase bismuth excretion, since one subject 
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(Re) receiving 3 Gm. showed no change in bismuth or urine excretion. 
[hiosulphate caused increases of from 15 to 50 per cent in bismuth 
excretion in all three subjects without uniform changes in diuresis. 
This salt is reported to decrease the excretion of arsenic in animals * 
and to increase it in man.* It is widely used in the treatment for 
metallic poisoning. Two of three subjects receiving iodide responded 
with increases in bismuth excretion without uniform changes in urine 
output. The smallest dose (1 Gm.) of iodide used gave the greatest 
increase in excretion of bismuth, namely 60 per cent. The highest dose 
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Chart 4.—Effects of salts on the clinical urinary excretion of bismuth and 
urine output. The salts as shown from left to right are: sodium chloride (NaCl), 
sodium thiosulphate (Na2S:O;), sodium iodide (Na I), sodium sulphocyanate 
(NaSCN), ammonium chloride (NH,Cl) and sodium bicarbonate (NaHCOs;). 


used (7.5 Gm.) caused an increase of 40 per cent; the medium dose 
used (4 Gm.) caused a decrease in excretion and there was a decrease 
in urine output simultaneously. 


2. Kuhn and Loevenhart: J. Pharmacol. & Exper. Therap. 25:160, 1925. 
Young: J. Lab. & Clin. Med. 13:622, 1928. 
3. Kuhn, H. A., and Reese, H. H.: Sodium Thiosulphate in Treatment of 


Metallic Intoxication, J. A. M. A. 85:1804 (Dec. 5) 1925. 





1002. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


The sulphocyanate appeared to be ineffective in doses of 2 an 
4.5 Gm. ; the 6 Gm. doses caused increases in bismuth excretion, amount 
ing to 30 and 70 per cent, with a decrease in urine output once and a1 
increase at another time in the same subject (Cs). 

Ammonium chloride, in doses of 10 and 14 Gm. given to the same 
subject (Cs) at different times, caused decreases of 20 and 40 per cent, 
respectively, in bismuth excretion, with increases in urine output. 
Another subject (Gs) receiving 10 Gm. showed increases in both 
bismuth and urine. The uniform increases in urine output in all sub- 
jects agrees with the reputed diuretic action of this salt, but apparently) 
the bismuth of the tissues is not necessarily mobilized as the result of 
any acidotic tendency as might have been expected from the claimed 
effects of acids and acid-forming salts on the excretion of lead.* 

The highest dose of bicarbonate (45 Gm.) used had no effect on 
bismuth or urine in one subject (Jo), and a 15 Gm. dose in another 
subject (Cs) caused only a 15 per cent increase in bismuth excretion. 
According to these results, bicarbonate would appear to be practically 
inert for the mobilization of bismuth in the tissues. However, a diuretic 
action, which might have been expected from a pure salt action of the 
bicarbonate, did not occur. In fact, this aspect of salt action with all 
the salts used was less satisfactory than was to be expected. 

Taking the individual salts, the data are not adequate to permit definite 


conclusions. Collectively, however, the closely related anions, chemically 


and pharmacologically, namely chloride, iodide and sulphocyanate, ind1- 
cated possibilities of increasing the excretion of bismuth. Whether 
the latter occurred entirely through a general mobilization of tissue 
bismuth or only that in the kidney, which selectively stores bismuth, is 
not known, but the variable and comparatively small changes in diuresis 
would be against exclusive action of salts on the kidney. Thiosulphate 
is a different type of salt, but appears to be nearly as effective as iodide 
or sulphocyanate. If our results correctly reflect a high efficiency of 
chloride on bismuth excretion, the effect would be practically important 
with reference to the dietary and its relation to variations in bismuth 
excretion, as well as to the efficiency of bismuth treatment for syphilis. 
These matters were alluded to by Garcia® with respect to insoluble 
mercury and the mobilizing effects exerted on it by the halides. Appar- 
ently, the bismuth and mercury of the tissues, after the administration 
of insoluble products of these metals, appear to be affected alike by 
the halides. Garcia * found the comparative mobilizing efficiency of the 
halides for insoluble mercury in rats to be as follows: The efficiency 
of chloride was greater than that of bromide, which was greater than that 


4. Aub, et al.: Lead Poisoning, Monograph, Baltimore, Williams & Wilkins 
Company, 1926, p. 265. Curtis and Young: J. Lab. & Clin. Med. 13:628, 1928. 
5. Garcia: Arch. f. exper. Path. u. Pharmakol. 134:142, 1928. 
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of iodide. Our results point to a greater efficiency of chloride than 
iodide. As it is so simple and convenient, it would be in order to 
attempt the regulation of salt in the dietary with the view of augmenting 
hismuth therapy, especially when the insoluble compounds are used, and 
of controlling the symptoms of poisoning. For the latter, decreasing 
the salt intake would appear to be in order so as to reduce the severity 
of symptoms, but in case it should be desired to hasten the removal of 


hismuth, the salt intake should be increased. 


CONCLUSIONS 
1. The effects of water drinking and thermal, mechanical and chem- 
ical measures on the clinical urinary excretion of bismuth were investi- 
gated in subjects possessing gluteal depots of bismuth metal. 
2. The excretion of bismuth and diuresis varied directly with the 
changes in water intake. 


? 


3. Of the four thermal measures tried, all of which increased the 


hody temperature, steam baths and injections of typhoid vaccine 


increased the excretion of bismuth, though variably, in the majority of 
subjects used. Tub baths gave equivocal results, and malarial fever 
was ineffective. 

4. A mechanical device which increased the muscular activity in the 
gluteal regions caused moderate increases in bismuth excretion in two 
of three subjects. 

5. The chemical measures tried were the chloride, iodide, sulpho- 
cyanate, thiosulphate and bicarbonate of sodium and ammonium chloride, 
all given orally, except thiosulphate, which was given intravenously. 
Increases in the excretion of bismuth in the majority of subjects tested 
were caused by chloride, iodide and thiosulphate, and in half of the 
subjects by sulphocyanate, while ammonium chloride and = sodium 
bicarbonate gave variable or ineffective results. 

6. The increases in bismuth excretion, when present, were not neces- 
sarily related to increased diuresis, the urine output being often 
decreased, though frequently variable, among the groups of subjects 
receiving the different measures. 

7. It appears that certain measures might be employed for increas- 
ing the excretion of bismuth, as in poisoning, and for mobilization of 
tissue-bismuth in promoting therapy of syphilis. The simplest, most 
convenient and economical measures would be the liberal drinking of 
water and the use of ordinary salt (sodium chloride) in conjunction 


with the dietary. Various possibilities are discussed. 





SENILE SEBACEOUS ADENOMA * 


RUBEN NOMLAND, M.D. 
Clinical Assistant in Dermatology, Rush Medical College 


CHICAGO 


This rather common condition of the skin has almost escaped 
description in American textbooks and the literature on dermatology. 
It has been described in the foreign literature under a variety of descrip 
tive names, 

Unna' described the lesions accurately, considering them as a 
hypertrophy of the sebaceous glands. His description is confusing 
hecause he went on to describe adenoma sebaceum ( Pringle), an entirely 
unrelated disorder, under the same subhead. Hirschfeld,’ from a study 
of six biopsies on four patients, considered the condition a pure hyper- 
plasia of the sebaceous glands. He noted that while the disorder most 
commonly occurred in senile persons, it might occur in people still in 
the forties. He emphasized that the skin was otherwise normal for a 
person of that age, and that there were no degenerative changes as in 
seaman’s skin, no seborrhea and no rosacea. I cannot agree as to the 
last two details, as all of the patients in my series had either one or 
both. Reitman,’ in a general discussion of new growths of the sebaceous 
glands, mentioned that he had seen the condition in a patient aged 29. 
He stated that it was not infrequent in people with seborrhea oleosa. 
Gans* placed this condition with the nevi of the sebaceous glands, 
although he considered that it might be a pure functional hyperplasia. 
In his textbook, Crocker® described three cases under the heading 
“hypertrophy of sebaceous glands.” One of his patients was only 41 
vears of age. Hazen ° devoted a short paragraph to the condition, using 


* Submitted for publication, June 3, 1930. 


1. Unna, P. G.: Die Histopathologie der Hautkrankheiten, Berlin, A. Hirsch 
wald, 1894, p. 816. 

2. Hirschfeld, B.: Ueber senile (und prasenile) rein hyperplastische Talg 
driisentumoren, speziell des Gesichts, Arch. f. Dermat. u. Syph. 72:25, 1904. 

3. Reitman, Karl: Zur Kenntnis der Talgdriisen und der von ihnen ausge- 
henden Wucherungs- und Neubildungsprozesse, Arch. f. Dermat. u. Syph. 99:125, 
1910. 

4. Gans, Oscar: Histologie der Hautkrankheiten, Berlin, Julius Springer, 
1928, vol. z p. 255. 

5. Crocker, H. Radcliffe: Diseases of the Skin, ed. 3, Philadelphia, P. 
Blakiston’s Son & Company, 1905, p. 1131. 

6. Hazen, Henry H.: Diseases of the Skin, St. Louis, C. V. Mosby Com- 


pany, 1915, p 458 
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the same designation as Crocker. His is the only American textbook 
that I could find in which the subject was discussed. Sequeira * placed 
it in the second of his three classes of sebaceous adenomas. Darier * 
and Broceq,” in their textbooks, briefly described this condition under 
the name “adénomes sébacés non symetriques.” 

Neither Ormsby '’ nor Pusey '! mentioned this condition in their 
textbooks, although both, in discussing a case presented before the Chi- 
cago Dermatological Society,’* admitted that it was a clinical entity 
frequently encountered. For this reason a more detailed report is con- 
sidered worth while. 

The few articles in which this condition is discussed are in sub- 
stanial agreement that: 1. The new growths appear in adult life, usually 


bevond the fourth decade. 2. The elementary lesions are small, yel- 


lowish, slightly translucent, usually irregular, flat, sometimes umbilicated 
papules which are scattered irregularly over the forehead and _ face. 
3. The microscopic sections reveal a new growth of the sebaceous glands, 
taking origin from the lanugo hair follicles. The chief disagreements 
are in the naming of the disorder and in the consideration of its etiology. 


REPORT OF CASES 


Case 1.12—A healthy man, aged 47, had first noted the eruption on his fore- 
head about eleven years previously. The lesions had begun as small, yellow, pin- 
point papules which slowly enlarged. The increase in the number and size of 
the lesions had been slow but continuous. He presented (fig. 1) more than fifty 
lesions, the majority located on the forehead, but many present elsewhere on the 
face. The smaller lesions were yellow points, the size of a pinhead (1 mm.). 
The larger ones were yellow, translucent, irregularly round or even, angular, flat 
papules, the size of a match head (3 mm.). Many of these were umbilicated at 
the center and had a few small vessels at the edge similar to those seen on the 
pearly border of an ordinary basal cell epithelioma. 

The patient had blue eyes, an oily skin and a florid complexion. He had a 
mild pityriasis sicca of the scalp and a moderate seborrheic alopecia. He did 
not complain of subjective symptoms. 

7. Sequeira, James H.: Diseases of the Skin, ed. 2, Philadelphia, P. Blakis- 
ton’s Son & Company, 1915, p. 523. 

8. Darier, J.: Précis de dermatologie, ed. 4, Paris, Masson & Cie, 1928, 
p. 969, 

9. Brocq, L.: Précis-atlas de pratique dermatologie, Paris, Gaston Doin, 
1921, p. 1172. 

10. Ormsby, Oliver S.: Diseases of the Skin, ed. 3, Philadelphia, Lea & 
ebiger, 1927, 

ll. Pusey, William Allen: The Principles and Practice of Dermatology, ed. 
3; New York, D. Appleton & Company. 

12. Nomland, R.: Multiple, Cystic, Sebaceous New-Growths, presented before 


the Chicago Dermatological Society, March, 1930. 

















Fig. 1 (case 1).—Several umbilicated lesions can be seen on the forehead and 


over the malar prominence. 





Fig. 2 (case 1).—The major part of the gland tissue is seen to arise from the 


large central hair follicle. A retention cyst is shown. Hematoxylin-eosin; « 24. 
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Section of an umbilicated lesion (fig. 2) showed a marked new formation of 
normal-appearing acini of the sebaceous glands arising from a lanugo hair follicle. 
Small retention cysts of sebaceous material were present throughout the lesion; 
in some places they were calcified at the center, as shown by the dark staining 
with hematoxylin. The elastic fibers were thickened and stained dark brown 
with acid orcein, a condition normal in the faces of older people. Dr. Michelson 1% 
has since found the same marked new growth of tissue of the sebaceous glands 
arising from the lanugo hair follicle in a patient of his with this disorder. 


Case 2—A man, aged 60, was not aware of the lesions on his face. About 


twenty yellow, flat papules, many of which were umbilicated, were scattered irregu- 
larly over his forehead and face (fig. 3). 


Fig. 3 (case 2).—Umbilicated lesions are present on the forehead. 


Serial sections of a biopsy (fig. 4) showed that most of the acini of the 
sebaceous glands arose in rosette fashion from the lanugo hair follicles, probably 
several, at the umbilicated center of the lesion. All levels of the follicles gave 
rise to the growth, but most of it arose from near the surface. From further 
study of the serial sections it was estimated that at least ten other lanugo hair 
follicles contributed to the periphery of the growth, but to a much lesser extent 
than the central rosette-like mass. The newly formed acini of the glands had the 
appearance of normal sebaceous tissue, and the material in the cystic dilatations 
of the ducts appeared like ordinary sebaceous secretion. 

The patient had blue eyes, an oily skin and a florid complexion; he presented 
a mild pityriasis sicca of the scalp with moderate alopecia. 


13. Michelson, Henry E.: Personal communication to the author. 
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Cast 3.—A man, aged 49, had had the condition “for years.” There were 
about a dozen yellow, flat, angular, umbilicated papules, the size of a match head, 
on the forehead. He had blue eyes, an oily skin and a florid complexion; he had 
seborrheic alopecia. 

Case 4——A man, aged 45, had a severe acne rosacea, an oily skin and a 
bulbous red nose with marked telangiectasia. There were about twelve of the 
umbilicated, flat, yellow papules on his forehead. He had dark blue eyes, dark 
wavy hair and a slight amount of dandruff, but no baldness. 

Case 5.—A woman, aged about 60, had a severe acne rosacea with marked 
telangiectasia of the nose, an oily complexion, dark blue eyes and dark brown, 


wavy hair. She had several of the umbilicated lesions on the forehead. 








Fig. 4 (case 2)—The newly formed sebaceous glands are seen to arise in 
rosette fashion from several follicles at the bottom of the umbilicated center of the 


lesion. Hematoxylin-acid orcein; * 24. 


No biopsies were obtained from the last three patients in this series, but there 


was no doubt of the clinical similarity to the first two cases. 


SUMMARY 
Five cases of a condition that is probably quite common in people 
with seborrhea oleosa or acne rosacea are described. The older lesions 
are characteristic, being yellow, flat, irregularly round, umbilicated 


papules, located unsymmetrically on the forehead and, in some cases, 


on the face. They occur only in adults whose ages, in this series, ranged 
from 45 to 60. The number of lesions varied from less than a dozen 


to more than fifty. The eruption is chronic and without subjective 


svimptoms. 
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There is considerable difference of opinion about the nosologic 
position and etiology of this disorder. The lesions are variously con- 
sidered as adenomas, simple hyperplasia, hypertrophy of the sebaceous 
elands and as belonging to a vague group of nevi of the sebaceous glands. 
Microscopic sections of a lesion in two of the cases showed the con- 
dition to be a new growth of normal-appearing acini of the sebaceous 
glands arising from the lanugo hair follicles. There were occasional 
retention cysts of sebaceous material. In spite of the fact that this 
condition may occur in the middle-aged, these observations would seem 
to justify the term “senile sebaceous adenoma” rather than one of the 
other suggestions found in the literature. It should not be confused 
with adenoma sebaceum (Pringle), which it resembles somewhat 


microscopically, but not otherwise. 


CONCLUSIONS 


From the pathologic observations, the clinical appearance and the 


constant association with either seborrhea oleosa or acne rosacea, it 
seems reasonable to conclude that: 

1. The condition may be called senile sebaceous adenoma. 

2. The basic cause is probably similar to that of other disturbances 


of the sebaceous glands, such as seborrhea oleosa and acne rosacea. 





TREATMENT OF STAPHYLOCOCCIC INFECTIONS 
OF THE SKIN BY THE BACTERIOPHAGE * 


D. CRUTCHFIELD, M.D. 
AND 
B.. F. SfOUT, M.D. 


SAN ANTONIO, TEXAS 


The Twort-d’Herelle phenomenon in which a lytic principle was 
demonstrated in connection with bacteria, was described by Twort * in 
1915. 

Bacteriophage, the phenomenon of dissolution of bacteria by a 
filtrable principle, which is elaborated at the expense of lysed bacteria, 
was described by F. d’Herelle in 1917. Since then more than a 
thousand publications have appeared: relative to the bacteriophage and 
its behavior. D’Herelle,? in his exhaustive book, referred to 647 original 
articles bearing on the phenomenon of the bacteriophage. Last year 
\lderson * presented before this society the first article to appear in 
dermatologic literature on the subject. 

The effectiveness of bacteriophage against organisms of the 
dysentery group and less so of the typhoid and colon group, and the 
recovery of a virulent bacteriophage for such organisms have led to 
the study of its behavior in diseases of the intestinal and urinary tracts to 
a greater extent than in other organs or systems. Reports have been 
gratifying and spectacular in many instances. The work of Gratia,* 


and the subsequent work of Larkum® and others, in staphylococcic 


infections, has broadened the field for study in pyogenic infections of 
the skin and the effect of a bacteriophage on such infections. 

The observations in these reports are based on the use of the 
bacteriophage over a period of eighteen months and on a clinical study 


of 119 cases, 57 of which are herein reported. 


* Submitted for publication, March 1, 1930. 

* Read at the Fifty-Third Annual Meeting of the American Dermatological 
Association, Cleveland, June, 1930. 

1. Twort, F. W.: An Investigation on the Nature of Ultramicroscopic 
Viruses, Lancet 2:1241, 1915. 
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& Wilkins Company, 1926. 

3. Alderson, Harry E.: The Bacteriophage in Pyogenic Infections of the 
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4. Gratia, A.: Preliminary Report on a Staphylococcus Bacteriophage, Proc. 
Soc. Exper. Biol. & Med. 18:217, 1921. 

5. Larkum, N. W.: Bacteriophage Treatment of Staphylococcic Infections, 
J. Infect. Dis. 45:34, 1929. 
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In the first of our attempts, we used a bacteriophage prepared by one 
of us (B. F. S.) from a race of phage procured from Larkum of 
the Michigan Board of Health. In a few unselected cases our results 
were extremely spectacular, when for some reason our bacteriophage 


failed to produce a good effect, and in fifteen or twenty cases of deep 


pyoderma and furuncles we failed to notice satisfactory results. About 


this time Alderson reported such success that we checked our phage 
principle and found there was a marked diminution in the lytic power, 
which was no longer transmissible. In estimating or evaluating the part 
played by our phage, we considered the possible action of our phage to 
be due to a dissociation of the bacteria, so that the protective forces of 
the body might be more able to destroy the bacteria, that is, the bacteria 
might be made more sensitive to phagocytic action. We also considered 
the action of the broth in producing local immunity, and again we con- 
sidered the possibility of dealing with a supervaccine which we know the 
phage filtrate to be. 

We decided that the principle which we had been using had lost much 
of its potency and was no longer able to transfer its lytic power. In 
other words, we were using a bacteriophage of low virulence. A new 
phage was procured from Larkum of the Michigan Board of Health, 
with which we were able to produce strong transmissible lysis. 

In each of the cases reported in this series the following standards 
were demanded : 

A polyvirulent bacteriophage tested continuously on laboratory strains 
o1 staphylococcus common to our vicinity was used. 

Specific virulence to the offending organism was tested when 
possible. 

An autogenous phage was employed when delay was justified. 

The phage which we used was typed against thirty strains of 
staphylococcus, which were commonly pathogenic in our community and 
failed to lyse only one strain tested. 

The bacteriophage was used locally and by subcutaneous injections 
or by both methods. 

When injections were supplemented by local application or by irriga- 
tions, the amelioration of symptoms was more rapid than when injections 
were used alone. Local applications in very superficial small areas 
seemed quite efficacious. 

In reviewing these cases certain results were common to all. It will 
be seen that the number of injections of bacteriophage varied from one 
to thirty-one, the average number being five and one-third. In all the 
patients presenting acute indurated, painful lesions, it was noted, without 
exception, within twenty-four hours there was diminished pain, and: in 
most of them complete cessation of pain within forty-eight hours. It 
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was further noted that increased liquefaction and exudation was seen in 
from twenty-four to seventy-two hours. There was a tendency to 
localization and pointing of all the deep-seated lesions to a very much 
more rapid degree than is usually seen. 

When possible, an autogenous bacteriophage was used, but in most 
of the acute conditions recovery or marked improvement was obtained 
before an autogenous phage could be prepared. 

The specificity of the bacteriophage was tried in twenty-three cases. 
Lysis of the bacteria was obtained in all but one case; in this instance 
the bacterium was Staphylococcus albus, against which our phage is not 
particularly active. We found one strain outside of this series which 
has been persistently resistant to lysis. 

Most of our patients presenting chronic conditions had been treated 
by the usual methods of drainage, vaccines, protein therapy, diet and 
supportive treatment. Our comparison of results is based on the dura- 
tion of severity and the usual sequelae of similar groups of patients 
treated by the usual methods. 

In reviewing our cases we were able to divide them into six general 
groups : 

The first group consisted of cases of deep-seated furuncles. It was 
in this group that we obtained our most spectacular results. Liquefac- 
tion, cessation of pain, reduction of the induration and_ resolution 
occurred within from three to six days. 

The second group, in which results were not less spectacular than 
the preceding one, was made up of patients presenting small, painful, 
pyogenic, follicular lesions, of the acne varioliformis type. Most of 
these were chronic recurrent conditions, and in all but one case recovery 
was obtained. In this one, slow improvement was seen. 

The third group was composed of eleven cases of sycosis vulgaris. 
In these patients, the results were somewhat slower and the average 
number of treatments somewhat greater than in the preceding groups. 
However, there was a continuous progressive improvement, and so far 
as we could determine a recovery in every case. It was noticeable that 
improvement was more rapid in those patients who developed a local 
reaction at the site of injection. 

The fourth group was comprised of patients with deep-seated pyo- 


dermic ecthymatous-like lesions. The bacteriophage was applied locally 


and also injected subcutaneously. It was noticeable that after applica- 
tion of the bacteriophage, the lesions became clean and assumed a more 
healthy appearance within a few hours. Resolution and recovery was 
rapid in all but one of these cases. 

The fifth group consisted of cases of acute virulent infections such 
as cellulitis and carbuncles. The relief from pain within forty-eight 
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hours, and increased exudation, liquefaction and localization were marked 
in this group. Dangerous facial carbuncles resolved without extensive 
destruction, and toxemia was rapidly reduced. 

The sixth group was comprised of a number of persons suffering 
from a pustular type of acne. In these cases, our results were neither 
flattering nor satisfactory. The acne itself was apparently unaffected. 
However, indurated indolent cystic types showed improvement after 
injection into the individual lesion, but the immunity seemed to be 


only local since many new lesions continued to form. The pyogenic 


element was somewhat reduced. 

A detailed report of cases illustrative of each of these groups may 
be of interest. 

REPORT OF CASES 

Case 46.—D. P., a man, aged 40, had generalized furunculosis of six months’ 
duration. The lesions were resistent to manganese butyrate, vaccines and dietary 
treatment. Six injections of polyvirulent bacteriophage were administered at 
two day intervals. The lesions became softer two days after the first injection, 
and there was a progressive resolution. The patient was discharged after the 
sixth injection, and there has been no evidence of a recurrence after six months. 

Case 7.—S. B., a salesman, white, aged 40, presented recurring small, hard, 
painful furuncles, of eight years’ duration, on the face, neck and scalp. The 
case was diagnosed as acne varioliformis. On Aug. 13, 1929, 0.25 cc. of bacterio- 
phage was administered. On August 17, the lesion was less painful and there 
was a central liquefaction; 1 cc. of phage was administered. On August 21, 
the lesion was healing. When the patient was observed on August 23, 27 and 
29, there were no new lesions. By September 3, he had recovered, and there 
were no recurrences. 

Case 57.—Miss B., a white teacher, aged 27, presented an eruption of indurated 
icne which gave the appearance of infected, cystic, soft, boggy tumors. She had 
been treated for eighteen months. The lesions were resistant to roentgen rays, 
bacterins and foreign protein therapy. Bacteriophage was injected directly into 
the lesions. Slight local reactions occurred. The lesions resolved at the end of 
two weeks, but some new lesions were forming. Local injections resulted in 
eventual recovery after thirty-one injections of bacteriophage. 

Case 41.—Mr. W., white, showed pyoderma of the legs and hands of six 
weeks’ duration. He had been treated by physiotherapy, local applications and 
vaccines. The blood sugar was 105. On Dec. 10, 1929, phage packs were used 
but no injections given. On December 11, the lesions were clean but still exuding. 
On December 12, the ulcers were clean and healthy, and 1 cc. of bacteriophage 
Was injected subcutaneously. On December 14, the patient was discharged after 
an uneventful recovery in two weeks. 

Case 57.—P. H., a boy, aged 10, showed a firm, red, elevated, boggy mass, 
the size of a small pullet egg, which had been present for three days. The mass 
was not sharply circumscribed and was situated at the right of the nasolabial 
junction and extended upward. There was marked edema of face and lids. The 
patient was toxic, and had a temperature of 102 F. 

On the first day treatment consisted of 1 cc. of phage injected subcutaneously 
with local applications. On the second day the temperature was 100 F., and there 
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was localization and softening of the mass; 1.5 cc. of phage was injected. On 
the third day there was a local reaction at the site of the injection. The lesion 
was evacuated, and the cavity irrigated. The temperature was 99 F. On the 
fourth day there was no discharge. The cavity was clean, and was washed with 
phage. Healing ensued very rapidly and the temperature became normal. 

Case 56.—Miss R. B., aged 40, presented herself on Dec. 26, 1929, with a boil 
on the point of her chin. It was a hard, indurated area about the size of a dollar 
and of two days’ duration; 0.5 cc. of bacteriophage was injected subcutaneously. 
The following day the induration had increased, covering the whole chin; the 
lower lip was edematous. On December 28, the indurated area was studded with 
seven or eight small pustules; 4 cc. of bacteriophage was given subcutaneously. 
On December 29, the condition had made little change but was more localized; 
4 cc. of bacteriophage was given subcutaneously. On December 30, bacteriophage 
was started by local irrigation into the sinuses. The area was irrigated four or 
five times a day. 

On December 31, the irrigations were continued, and 4 cc. of bacteriophage 
was given subcutaneously. The carbuncle was sharply incised and two plugs 
were removed. (This was one week after the onset of the condition.) On Jan. 
1, 1930, irrigation was continued four times a day. The mass had become very 
soft and there was little drainage. All the sinuses had intercommunication. On 
January 2, the irrigation was continued. There was little drainage. On January 
4, there was no drainage. A healthy granulation tissue was noted at the bottom 
of the lesion, and the irrigations were stopped. 


The favorable clinical results reported in this series added to 
numerous other reports (Gratia, Bazy, Rice, Larkum*) forces one to 
the conclusion that in Staphylococcus bacteriophage filtrates, we have 
an agent which is superior to any other method thus far devised for 
the treatment of this class of patients. 

Many publications dealing with innumerable experiments with this 
principle have tried to explain its nature and its action but since no 
general agreement yet exists among those who have studied the sub- 
ject most deeply, it is obvious that no adequate answer can be given 
at this time. 

However, to any one who has witnessed the marvelous phenomenon 
of the destruction in a few hours of a clouded suspension of bacteria 


in the test tube by the addition of a drop of bacteriophage, it is impos- 


sible not to speculate on what may happen when used in the treatment 
of human infection; this has intrigued numerous investigators. 


CONCERNING THE THEORIES OF THE ACTION OF 
BACTERIOPHAGE IN THE BODY 
The Direct in Vivo Lytic Action on the Offending Bacteria——This 
view is championed by d’Herelle.?- Experimental evidence supporting 
this idea may be found in the work of Walker * who was able to pro- 
6. Walker, J. E.: Protective Effects of Bacteriophage Against a Simulta- 
neous Infection with Colon Bacilli, J. Infect. Dis. 45:1, 73, 1929. 





Fig. 1 (case 56).—Carbuncle of the skin showing multiple sinuses and browny 


induration. Surgeon consultant refused to interfere. 


Fig. 2 (case 56).—Carbuncle four days after treatment by bacteriophage. The 


carbuncle at this point is softer and resolving. The clinical improvement 
marked. 
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tect 50 per cent of the mice infected with lethal doses of B. coli, whi 
only 10 per cent survived when the broth alone was used. Arnold and 
Weiss,” working on the protective value for rabbits against B. typhosus 
and B. dysenteriae, concluded that “bacteriophage free from antigenic 
bacterial protein prevents death when injected in the rabbit after a lethal 
dose of bacteria has been given.’’ Larkum * stated that “bacteriophage 
kills and dissolves bacteria in large numbers and can accomplish in vivo 
what it can do in vitro.” On the other hand, Topley, Wilson and Lewis,’ 
working with mouse typhoid, were unable to influence the infection in 
any way by the use of bacteriophage. 

Bronfenbrenner '’ stated, “that the improvement of patients under 
bacteriophage therapy is not due to the specific action of bacteriophage 
is indicated by the almost universal failure to influence the course of 
experimental infection.” He attributed this in part to the fact that 
bacteriophage does not accumulate in vivo as rapidly as in vitro and to 
the tendency for it to be adsorbed by body colloids. 

Bacteriophage Filtrates as laccines.-—Since the bacteriophage filtrate 
contains the lysed bacterial proteins, their effect in stimulating antibody 
formation must be considered. Arnold and Weiss? found in their 
work on rabbits “that the anti-body titer develops more rapidly and 
the protection against a lethal dose of the infecting organisms is mani- 
fested more quickly after a single injection of the bacteriophage-lysed 
bacteria than after a similar injection of living vaccine or autolysates 
of the same organism.” Also, ““The degree of protection against lethal 


doses of the homologous bacteria as a result of a single injection of 


hacteriophage-lysed organisms is out of proportion to the demonstrable 


anti-body titer in the blood of animal.” 

This is fully confirmed in the observation of our clinical cases. 
Larkum ° reported that among those patients benefited by bacteriophage, 
eighteen had received previous treatment with vaccine. With stock 
and autogenous vaccines in the type of cases reported in this paper, no 
such striking and consistent results have been observed as have resulted 
from treatment with bacteriophage. 

Bacterial Dissociation—Hadley,'' in an exhaustive treatise on the 
bacteriophage phenomenon, expressed the belief that the beneficial 
result of bacteriophage therapy is to be explained by the changing of 
7. Arnold, Lloyd; and Weiss, Emil: Prophylactic and Therapeutic Possi- 
bilities of the Twort-d'Herelle’s Bacteriophage, J. Infect. Dis. 12:20 (Oct.) 1926. 

8. Larkum, N. W.: J. Bact. 12:203, 1926. 

9. Topley; Wilson, and Lewis: J. Hyg. 24:17, 1925. 

10. Bronfenbremer: The Newer Knowledge of Bacteriology and Immunology, 
Chicago, University of Chicago Press, 1929. 

11. Hadley, Philip: Twort-d’Herelle Phenomenon, J. Infect. Dis. 42:263, 
1928 
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the virulent, toxic and nonphagocytable S. type to the R. type, which, 
though more resistant to lysis, is relatively nontoxic and more easily 
phagocytosed. If these resistant types are inaccessible to phagocytes 
then the condition tends to become chronic. This is in direct conflict 
with d’Herelle’s ideas. 

The Besredka Antivirus —Besredka’s theory of the existence of 
antivirus has been commented on by many writers in considering bac- 
teriophage therapy. Besredka** stated that if staphylococci or strepto- 
cocci are grown in broth for ten days, filtered, grown for another ten 
days and refiltered, if reinoculated, the staphylococcus and streptococcus 
will no longer grow. This, he believed to be due to the development 
of an antagonistic substance which he calls “antivirus.” He has used 
this for local wet dressings and claimed remarkable results from its use. 

There seems to be little in common with the bacteriophage filtrate 
because in preparing bacteriophage, lysis is usually complete in from 
twelve to twenty-four hours. This does not give time for the antivirus 
to develop; moreover, bacteriophage is killed at 75 C., while antivirus 
resists 120 C. Mallory and Marble '* have been unable to verify 
Besredka’s claims. They cultivated Staphylococcus according to his 
method but were unable to develop any antagonistic substance even 
after four filtrations with ten day incubation periods. 

Filtrates were made from ten weeks’ growth without altering the 
results. In their experiments protection of inoculated rabbits was no 
greater with antivirus than with plain broth. This is in accord with 
our own experience in that incubation periods of from ten to thirty days 
did not produce anything antagonistic to the growth of the staphylo- 
coccus. In a small series of cases in which this filtrate was used, we 
could not see any clinical improvement. Dible‘* said “there is no 
clear evidence of its value apart from pious opinion.” The benefit from 
local use of bacteriophage by Rice, Larkum’ and others, and in this 
series of cases, strongly supports the specific action of the bacterio- 


phage on the infection. That the local stimulation of macrocytes by 


meat extract plays a part is indicated by the work of Mallory and 
Marble,’® Rivers and Tillett,’* and Gay and Morrison." 


Concerning our method of administration, in this series, of from 

| to 30 doses of 1 cc. each at forty-eight hour intervals, we are aware 
Besredka: Local Immunity, Baltimore, Williams & Wilkins Compan 

1928. 

13. Mallory and Marble: J. Exper. Med. 42:465 (Oct. 1) 1925 

14. Dible, J. Henry: Recent Advances in Bacteriology, Philadelphia, 
Blakiston’s Son & Company, 1929. 

15. Rivers and Tillett: J. Exper. Med. 41:185, 1925. 

16. Gay and Morrison: Clasmatocytes and Resistance to Streptococcus Infec- 
tions, J. Infect. Dis. 33:338 (Oct.) 1923. 
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of the possibility of the development of antilytic serum (Bronfen 
brenner *°) by continuous administration. Since bacteriophage is elim 
inated after eight and a half hours, we feel that frequent administration 
is indicated. Since antilytic bodies take from two to three weeks to 
develop, bacteriophage action should be unopposed during that time. 
The striking results in the most acute lesions may be explained by the 
fact that only young bacteria are lysable. 

The failure in old lesions may be due to organisms that are old 
and reproducing slowly. MHadley’s theory of inaccessibility to phago- 
cytes would also explain this. It has been a frequent experience to 
culture as much as 1 cc. of pus from an old acne pus sac without 
obtaining any growth. 

SUMMARY 

The result of treatment of fifty-seven patients with staphylococcic 
infections have been reported. The clinical results are shown to be 
much better than in similar cases in which other means of treatment 
was used. A comparison of this series with our first attempt shows 
that results cannot be obtained without a bacteriophage which is capable 
of lysing the infecting organism and transmitting such power. 


Bacteriophage is a valuable aid in pyogenic infection due to staphylo- 


cocci and confirms previous favorable reports. 


ABSTRACT OF DISCUSSION 

Dr. Harry E. ALpERsON, San Francisco: I am glad that Dr. Crutchfield and 
Dr. Stout have presented the results of their work with bacteriophage to date. We 
are continuing our work at Stanford with both favorable and unfavorable results. 
The favorable exceed the unfavorable results. The best results have been obtained 
in carbuncle. Professor Schultz (from the Department of Bacteriology and Experi- 
mental Pathology, Stanford University) recently developed a staphylococcus phage 
that is almost as good as the original Gratia strain that we also use. 

During the past year, we have been injecting the phage directly into and 
around the the lesions, and we have also been applying it in the form of wet 
dressings over some of the active lesions, with better results. Crutchfield’s method 
of giving many injections seems promising, and we shall try that. Up to the 
present time, we have given only from one to three injections, and have applied the 
phage locally many more times than we have injected it in given cases. Certainly 
we are having experiences that warrant our faith in this method and justify our 
continuation of the work. 

Dr. GEORGE M. MacKee, New York: For the past six months we have 
been doing some of this work in our clinic, Dr. A. C. Cipollaro being in charge of 
the investigation. We use the New York City sewer for our supply, and the 
phage is made in the bacteriologic laboratory. All work is controlled, of course, by 
lysis. We use wet dressings and make injections into the diseased tissue. During 
the first four months, the results were disappointing, but in the last month or so we 
have had a few spectacular results, only, however, in acute staphylococcic infections, 
such as boils. Unquestionably, there is a great deal yet to be learned relative to 
the production and administration of the phage. Our results may improve with 


experience. 
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Dr. Harvey P. Tow Le, Boston: Twenty or more years ago, when vaccine 


therapy first came into use, many of our experiences were somewhat similar to 


those in regard to this procedure. The vaccine, like the bacteriophage, may be 
used either by subcutaneous injection or by external application. Both methods 
seemed to behave most brilliantly in staphylococcic infections. At first both 
accentuated the purulent discharge and then allayed it; both allayed pain. I 
wonder if in those earlier days we were not perhaps dealing with a bacteriophage 
is well as with a vaccine and did not know it. I wonder if the subsequent history 
of the bacteriophage may not be similar to that of the vaccine. 

Dr. JOSEPH GRINDON, St. Louis: During the last six months or so, I have 
witnessed some astonishing work with the staphylococcus phage at St. Mary’s 
Infirmary, St. Louis. The results have been spectacular, not only in carbuncles 
but in deep cellulitis, involving the hand, for example. While the best results 
were obtained when the phage was typed against a particular strain, the rule was 
that when one proceeded without waiting, good results were obtained. There 
was a certain hemolytic staphylococcus that did not respond to the phage. 

Dr. E. D. CrutTcHFIELD, San Antonio, Texas: I wish to thank all of you 
for your discussion. As to the number of injections, I will say that we entered into 
a long series of injections with considerable trepidation, for I believe that Bron- 
fenbrenner was most pronounced in his advice against a series of injections, because 
of the fear of the development of an antiphage by this means. However, in our 
cases, particularly in the deep pustular acnes, we gave repeated injections with 
splendid results. Some of our patients have been so eager to be relieved that 
they have come to the hospital every other day, in some instances for experimental 
purposes, and I do not know how many injections we have given in some of these 
cases without bad effects. In twenty-four hours the principle evidently is 
destroyed, so we have no longer any fear of the consequences of a large number 
of injections. 

I wish to say one thing about the character of the lytic principle: All bacteri- 
ologists with whom I have talked have found that it has been a year or a year and 
a half before they begin really to get results. After a principle is obtained, it can 
be built up by passing it through a number of strains that are lysable. We have 
experienced this and have found that we can build up the principle to where it 
becomes much more active. We do not believe, but of course we know very 
little about it, that the active principle is an enzyme, but a living principle. We 
do not subscribe to the theory that it is a supervaccine. 

We think that we have been able to trace ail of our failures to the organisms 
that did not lyse with our strain. However, we can build them up so that they 


will lyse with most organisms. 





IDIOPATHIC MACULAR ATROPHY OF THE SKIN* 


FRANK C. COMBES, Jr., M.D. 


NEW YORK 


Idiopathic macular atrophy is one of the rarer dermatoses and justi 
fies the report of a single case, since it is of interest from a histologic 
point of view, and lends itself to limitless speculation regarding its 
obscure etiology. 

CASE REPORT 


S. P., a Negress, aged 21, came under my observation in July, 1928. She gav: 
a history of the spontaneous appearance, during the previous four or five months, 
of numerous small tumors over her body and extremities without any preexisting 
manifestation or subjective symptom. She had had the usual diseases of child 
hood, but other than this her general health had always been excellent. As far 
as could be determined, there was no history of tuberculosis in her family, with 
the exception of a maternal cousin who had recently contracted the pulmonary 
disease. 

Physical Examination.—The patient was well developed physically, and was 
mentally better than the average type of her race. Her heart, lungs and 
abdominal organs were normal, and no evidence of any previous disability or 
disease of the skin or viscera could be found. There were numerous tumors 
generally distributed over the surface of her body with a tendency to group about 
the axillary folds and shoulders, on the sides of the chest and the inner surfaces 
of the thighs. There were between forty and fifty tumors, being sparse on the 
abdomen and lower part of the back and absent below the knees and elbows. In 
size they varied from 0.5 cm. to 2.5 cm. in diameter. They were round or oval; 
the latter shape occurred where the skin was under slight tension, as in the 
axillary folds and on the flanks. In this region they tended to follow in shape 
the lines of cleavage of the skin. This seemed, however, to be due rather to the 
pressure of adjacent tissue than to any inherent growth tendency on the part of 
the lesions themselves. There were two types of lesion: one a soft, circum- 
scribed elevation of the skin, the other a flat, shriveled area showing neither 
elevation nor depression. The latter numbered about a dozen and were most 
numerous on the thighs. All the lesions were lighter than the normal skin, 
some appearing gray and others tending toward saffron, as seen in xanthoma. In 
fact, this was the diagnosis which suggested itself on first glance. There was no 
sign of inflammation or pigmentation in or surrounding the lesions. The 
individual visible sweat orifices and lanugo hairs were normal in number, but the 
former seemed accentuated in size. The normal skin surface markings also 
seemed more prominent. There was no evidence of desquamation or dilation of 
vessels. Sensation was normal to pain, touch and temperature. On light palpa- 
tion, the lesions were soft, and on pressure they gave the impression of being 
small air sacs, which could be invaginated like miniature hernial sacs, the borders 


* Submitted for publication, Feb. 18, 1930. 
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the lesion affording firm resistance to lateral pressure. By putting the lesions 

the stretch, the shriveled appearance, which was due to fine lines running in 

e long axes of the lesions, could be made to disappear temporarily. 

The blood and urine were normal. The Wassermann test of the blood on 
wo occasions was negative. 

[ had the good fortune to be able to observe this patient over a period of nine 
onths, during which time it was possible for me to watch the evolution of the 
lesions. The first evidence of any cutaneous change was the appearance of an 
area of local edema, just visible and slightly lighter than the normal skin. In 


Fig. 1.—Idiopathic macular atrophy. 


the course of a few weeks, this area enlarged to about the size of a dime and 
assumed the previously described characteristics. After a stationary period 
varying from a few weeks to several months, some of these have flattened, but 
none disappeared. 

Histologic Examination—One of the hernia-like tumors on the back over the 
left shoulder was removed for histologic study, which was made by Dr. Walter J 
Highman. He reported as follows: 


“Using the low power objective, the epidermis appeared wavy and covered 


with thin scale. The basal layer was pigmented. The rete showed no note- 


worthy changes. The corium was edematous, and there was a moderate increase 





1024 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


in the collagen in the middle and deep corium. In the papillary layer 


collagen bundles appeared lighter in contrast to the increased, more pronoun 
fibers of the deep corium. There was a very sparse diffuse infiltration of 


papillary corium. The blood vessels of the subpapillary plexus were dilated. 


Fig. 2—Low power view stained with hematoxylin-eosin showing edema of 


the corium and sparse perivascular infiltration. 


“Under the high power, the epidermis showed no changes. The basal cells 
were intact, the cellular elements consisting of small round cells were found mostly 
adjacent to blood vessels, follicles and gland structures. There were no mast or 
plasma cells. The corium was edematous. There was no evidence of an 


arteritis. 
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“Examination of the section especially prepared with Wigert’s stain revealed 
marked diminution of the elastic fibers in places, and where the fibers were 
exhibited they were disrupted. In general there was no elastic tissue visible in 


the papillary layer.” 


Fig. 3—lLower power view stained with Weigert’s stain showing absence of 
elastin in papillary layer and disrupted fibers in the deeper corium. 


COM MENT 


Literature of the English-speaking countries is surprisingly poor in 


cases of idiopathic macular atrophy of the skin. Only within the last 


few years has much attention been directed toward the condition in this 
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country. Unfortunately, many of the cases that have been presented 
have subsequently proved to have been cases of secondary atrophy. W: 
are indebted particularly to the German and French investigators for 
much of our present knowledge regarding this obscure and _ inte: 
esting degenerative process. Especially are we indebted to Thibierge, 
Jadassohn, Heuss, Finger and Oppenheim. 

As far as I have been able to determine, the first case of idiopathic 
atrophy was described by Buchwald! in 1883. The condition was 
diffuse in type and of unknown etiology. A few cases of erythématous 
macules, followed by macular atrophy, are mentioned by Fournier,’ but 
no particular recognition had been given to the process until Thibierge, 
in 1891, described a case of macular atrophy (atrophodermie erythema 
teuse en plaques a progression excentrique) occurring on the cheeks of 
a young girl. These patches were well defined, depressed below the level 
of the adjacent integument, and had a surrounding erythematous halo. 
The author considered the case to have been a trophoneurosis ; but at a 
later date (1905),* on the occasion of the presentation of an additional 
patient, he altered his views regarding the nature of the process, and 
considered both to have been manifestations of lupus erythematosus and 
indirectly related to it etiologically. 

Unfortunately, when the term idiopathic is appended to the accepted 
title of a disease it seems to serve as an invitation to all dermatologists 
to attempt to deny its primary nature. Many of the discussions and 
criticisms of the cases of idiopathic macular atrophy hinge on the latter’s 
relationship to some coexisting systemic disease or preexisting local 
efflorescence. Following Thibierge’s first case, Jadassohn,*® in 1891, 


described as anetoderma erythematosus a case in which the atrophy was 


preceded by erythematous maculopapular lesions. Heuss,® in 1901, 
presented two similar cases, which he considered identical with those of 
Jadassohn, as idiopathic macular atrophy, although this analogy was 
later denied by Nielson* and QOppenheim.* The latter considered 

1. Buchwald: Ein Fall von idiopathischer, diffuser Hautatrophie, Arch. f. 
Dermat. u. Syph. 10:553, 1883. 

2. Fournier: Maladies de la peau, 1891, p. 245. 

3. Thibierge: Atrophodermie erythémateuse en plaques, Ann. de dermat. et 
syph. Paris 2:1004 (Dec.) 1891. 

4. Thibierge: Ann. de dermat. et syph. 6:886, 1905. 

5. Jadassohn: Uber eine eigenartige Form von Atrophia maculosa cutis, 
Verhandhl. d. deutsche dermat. Gesellsch. III Kongr. (Leipzig) 1891. 

6. Heuss: Beitrag zur Kenntnis der Atrophia maculosa cutis, Monatschr. f. 
prakt. Dermat. 32:1 (Jan.) 1901; abstr., Brit. J. Dermat. 13:198 (May) 1901. 

7. Nielson: Atrophodermia erythematosa maculosa mit excentrischer Ver- 
breitung, Monatschr. f. prakt. Dermat. 32:285 (March) 1901. 

8. Oppenheim: Zur Kenntnis der Atrophia maculosa cutis, Arch. f. dermat. 
et syph. 8:127. 1900. 
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Heuss’ cases identical with Thibierge’s, since they both were associated 
with lupus erythematosus, and Jadassohn’s as a separate clinical entity. 
One can appreciate the mass of confusion and pitfalls in which one 


may become entangled if one tries to catalog properly the cases reported, 


arbitrarily, according to the author’s description. To avoid this to some 
extent, I have classified macular atrophies as follows: 


1. Primary Macular Atrophies 
A. Idiopathic 
B. Associated with some vascular disease: 
(a) Lupus erythematosus 
(b) Syphilis 
(c) Tuberculosis 
\ssociated with other atrophies 
(a) Acrodermatitis atrophicans 
(>) Scleroderma 
(c) Diffuse idiopathic atrophy, etc. 
2. Secondary Macular Atrophies (Cicatricial Atrophies) following on the 


site of some previous dermatitis or new growth. 


[diopathic macular atrophy, as its name implies, exists independent 
of any preexisting pathologic change in the skin and in the absence of 
any evident constitutional disease. I believe the case I have reported 
may be included in this group. Similar cases have been described 
by Besnier and Fournier,? Boikow’ (two cases), Schweitzer '® and 
Rostenberg.'' Hudelo and his associates,'* in 1921, described an inter- 
esting case occurring in a girl 10 years of age, who presented areas of 
macular atrophy following trauma, which in appearance suggested 
epidermolysis bullosa hereditaria. The cause was unknown. Histologic 
examination of the tumors showed a loss of elastic tissue of the skin 
and vessels. 

The vast majority of cases reported in the literature have been in 
patients with lupus erythematosus, tuberculosis or syphilis, and have 
appeared spontaneously and independent of any previous lesion of these 
diseases. Cases associated with lupus erythematosus have been described 
by Thibierge,’* Heuss,® Oppenheim,® Beck,’* Bronson,'’  Little,"® 


9. Boikow: Atrophia maculosa cutis, Russ. J. Kozhn. ven. Boleizn., vol. 12, 
1906. 

10. Schweitzer: Macular Atrophy, Arch. Dermat. & Syph. 14:740 (Dec.) 
1926, 

11. Rostenberg: Macular Atrophy, Arch. Dermat. & Syph. 9:260 (Feb.) 1924. 

12. Hudelo; Boulanger-Pilet, and Gailliau: Bull. Soc. franc. de dermat. et 
syph. 28:496, 1921. 

13. Thibierge (footnotes 3 and 4). 

14. Beck: Beitrage zur Kenntnis der Atrophodermien, Monatschr. 44:545 
(June) 1907. 

15. Bronson: J. Cutan. Dis. 13:1 (Jan.) 1895. 

16. Little, Graham: Brit. J. Dermat. 23:250 (Aug. 
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Galewski,'' Finger '* and others. Cases associated with active or wit] 
a previous history of systemic tuberculosis have been described by 
Jadassohn,’ Heuss,®° Bettman '’ and Oppenheim.* Cases associated 
with syphilis but arising independent of any previous syphiloderm are 


0 


fairly numerous. They include those reported by Mibelli,?° Fordyce, 
Ravogli,-* Parounagian ** and Wise.** 

I shall consider briefly the secondary macular atrophies. There is 
no reason why atrophy developing subsequent to some skin lesion 
should be designated by any name other than that of the original lesion. 
However such is the case, to make mention of erythema polymorphe 
atrophicans (Balzer), chronic urticaria with cicatrices (Hallopeau), 
purpura atrophicans (Pospelow), lichen planus atrophicans, urticarial 
erythema (Pellizari) and a host of others. 

The coining of new words descriptive of the clinical progress and 
developmental changes occurring in a lesion should be discouraged and 
can lead only to a multiplicity of names applying to analogous condi- 
tions. All of the conditions are merely secondary atrophies occurring 
in some relatively common dermatosis. Suffice it to say, that atrophy 
has been seen to follow lesions of epidermolysis bullosa, lichen planus, 
urticaria, urticaria pigmentosa, keloid and other connective tissue neo- 
plasms. I am in doubt where to classify the binign tumor-like new 
growth described by Schweninger and Buzzi.*° They may be considered 
identical with idiopathic macular atrophy. 

In this country and in England cases have been reported, but in many 
instances the accuracy of the diagnosis is open to question, either 
because a good history had not been obtained, or because the diagnosis 
had not been substantiated by histologic examination. In 1911, Graham 
Little ’® reported a case as idiopathic macular atrophy with guttate 
atrophic lesions on the back, which were noninflammatory and of two 


years’ duration. The patient also had erythematous lupus of the face 


and hands of one year’s duration. After examining the patient, Pringle 
suggested that the lesions were abortive lupus erythematosus. No 

17. Galewski: Twelfth International Medical Congress, Moscow, 1897, vol. 4. 

18. Finger: Die Hautatophien und deren Verhaltniss zur Skerodermie, Wien. 
med. Wehnschr. 60:82 (Jan.) 1910. 

19. Bettman: Arch. f. Dermat. u. Syph. 55:323, 1901. 

20. Mibelli: Brit. J. Dermat. 12:379 (QOct.) 1900. 

21. Fordyce: J. Cutan. Dis. 22:155 (April) 1904. 

22. Ravogli: A Case of Progressive Idiopathic Atrophy of the Skin, J. 
M. A. 40:73 (Jan. 10) 1903. 

23. Parounagian: Universal Alopecia, Arch. Dermat. & Syph. 11:405 
(March) 1925. 

24. Wise: Beginning Disseminated Macular Atrophy of the Skin, Abstr., 
Arch. Derm. & Syph. 9:509 (April) 1924. 

25. Schweninger and Buzzi: Internationaler Atlas von seltener Hautkrank- 


heiten, Leipzig, 1891, vol. 5, plate 15. 
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histologic examination was reported. Grindon *° reported a case in 1913 
associated with leukoderma and hyperpigmentation, in which the atrophic 
areas were vitiliginous. The history of the case suggests, however, an 
atrophy secondary to syphilis. 


HISTOPATHOLOGY 
From a histologic point of view, the difference between the tissue 
changes in the various cases of macular atrophy, whether they are 


primary or secondary, is one of degree rather than of kind. To all 


intent and purposes, they are the same and are indistinguishable except 
for the possible remnant of infiltration remaining from a_ previous 
dermatosis. 

Heuss ° was the first to make a thorough study of the tissue changes 
in a case of his reported in 1901. It was a case preceded by red 
spots which he considered identical with anetoderma erythematosa 
(Jadassohn). He was able to examine one of the earliest lesions and 
one of the fully developed ones. 

In the early erythematous macule he found a perivascular infiltration 
of small round cells. There was no proliferation of the collagenous 
tissue. A few mast cells but no plasma cells were present. There was 
proliferation of the endothelial lining of the vessels, leading in some 
instances to a marked narrowing of the lumen. There was little change 
in the elastin. 

In the atrophic spots there was a marked decrease of elastin. The 
perivascular infiltration was still present, and it was in the vicinity of the 
vessels that the absence of elastin was more marked. There was 
endarteritis, but neither mast cells nor plasma cells. 

The only essential difference between this case and the one herein 
reported, therefore, is the presence of endarteritis and possibly a little 
more infiltration. This might possibly account for the absence in my 
case of the preceding erythematous macule which is reported so fre- 
quently in the literature. 

Satenstein,** in discussing a case of idiopathic macular atrophy in a 
patient with syphilis, reported that in nearly thirty histologic examina- 
tions made over a period of several years, there was no evidence of 
infiltration at any time. The primary change was edema. The atrophy 
occurred later, with the disappearance of the elastic tissue. Finger and 
Oppenheim ** reported two cases in which there occurred an apparent 
regeneration of the elastic tissue with disappearance of the atrophic 
spots. 


26. Grindon: J. Cutan. Dis. 31:270 (April) 1913. 
Satenstein: Macular Atrophy in Patient with a Positive Wassermann 
Abstr., Arch. Dermat. & Syph. 9:510 (April) 1924. 
Finger and Oppenheim: Die Hautatrophien, Vienna, Franz Deuticke, 1910, 
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In view of the similarity in the clinical course and _ histopathologi: 
observations in this case and in those associated with tuberculosis 
syphilis and lupus erythematosus, it may be inferred that idiopathic 
macular atrophy is the result of some hematogenous toxin. The presenc: 
of a primary erythema depends solely on the degree of tissue reaction 
to this toxin, evidenced by the degree of endarteritis and denseness o} 
infiltration about the vessels. In my case the former was not evident, 
the latter sparse. Therefore, the first evidence of the degenerative 
process was edema, and later atrophy of the elastic tissue, beginning 
in the vicinity of the blood supply. Both syphilis and tuberculosis are 
prone to attack elastic tissue. It is not unreasonable, therefore, to 
assume that some of these cases may be conceived of as tuberculids ; 
others, as the result of some unrecognized blood-borne toxin destructive 
to elastic tissue. Orth, Federmann, Lubarsch and Finger ascribe this 
etiology to the disease. The latter was able to inject into the normal 
skin some of the serum obtained by puncture of the atrophic lesions 


and produce atrophy. I was, however, unable to duplicate this experi- 


ment successfully. Unna also favored this view in his criticism of 
Mibelli’s case developing eight years after a maculopapular syphiloderm, 
classifying it as a neurosyphilid. Heuss, however, opposed this designa- 
tion for the process on histologic grounds and considered the case a 
true idiopathic atrophy, entirely independent of syphilis. If the atrophy 
is considered as the result of a blood-borne toxin destructive to elastic 
tissue, the opinion of both investigators may be correct etiologically, 
even if they each designate the process by a different term. 


SUMMARY 
1. Idiopathic macular atrophy from a clinical and histologic point 
of view is identical with similar cases described under various other 
names. 
2. The atrophic lesions are probably due to some hematogenous 
agent, bacterial or autotoxic in origin, which is destructive to the elastic 


fibers of the skin and blood vessels. 





CHEMOTHERAPEUTIC STUDIES CONCERNING THE 
PENETRATION OF ORGANIC COMPOUNDS OF 
ARSENIC INTO THE CEREBROSPINAL 
SYSTEM * 


GEORGE W. RAIZISS, Pu.D. 
AND 
M. SEVERAC, M.D. 


PHILADELPHIA 


The question of penetration of arsenic compounds into the cerebro- 
spinal system owes its great importance to the fact that in the treat- 
ment for neurosyphilis and for trypanosomiasis of the central nervous 
system one does not today possess a remedy the efficacy of which even 
remotely approaches that displayed by the standard arsenicals in dealing 
with the same organisms in other parts of the body, before an invasion 
of the central nervous system has taken place. Clearly, what is required 
is a drug that will penetrate rapidly into the central nervous system 
in quantities sufficient to destroy the spirochetes or trypanosomes that 
are present there before serious injury to nerve tissue has occurred. 
Therefore, the problem would be resolved if the spirochetes or trypano- 
somes could be reached in the cerebrospinal fluid, that is, in the early 
stages of the invasion of the central nervous system. With this end in 
view, we have undertaken chemotherapeutic studies of the penetration 
of arsenical compounds into the central nervous system by introducing 
spirochetes or trypanosomes into the cerebrospinal canal of rabbits and 
then attempting to destroy them in situ by means of intravenous injec- 
tions of various compounds. 

The only experiments in this direction so far reported were those 
of Voegtlin, Smith, Dyer and Thompson.'| These investigators deter- 
mined the penetration of arsenical compounds by two methods: first, by 
chemical analysis, and second, biologically, by introducing trypanosomes 
into the cerebrospinal system of rabbits and injecting arsenical com- 
pounds intravenously. If twenty-four hours later no trypanosomes 
were found in the cerebrospinal fluid on microscopic examination, the 


compound in question was considered effective. It must also be men- 


* Submitted for publication, July 22, 1930. 
* Read before the Section on Dermatology and Syphilology at the Eighty- 
First Session of the American Medical Association, Detroit, June 25, 1930. 


1. Voegtlin; Smith; Dyer, and Thompson: Pub. Health Rep. 38:1003 (May 
11) 1923. 
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tioned that Kolle and Schlossberger,? in connection with their 
researches on rats and mice as carriers of Spirochaeta pallida, are con- 
ducting experiments of a chemotherapeutic nature dealing with iny 
sions of the central nervous system of these animals by spirochetes; 
however, no definite results have so far been published. 

Our experiments, in which both spirochetes and trypanosomes were 
used, were begun in 1925, with the object of determining the penetra- 
tion into the cerebrospinal system of rabbits, of such arsenical com- 
pounds as were thought most promising. Certain phases of these 
studies have been reported previously. Thus, in a paper which appeared 
in 1927,* we described the frequent appearance of scrotal and testicular 
lesions as a result of intraspinal inoculations, demonstrating the migra- 
tion of spirochetes from the cerebrospinal system to the superficial 
tissues, especially the scrotum and the testicles. In another paper (Sev- 
erac and Moetsch*), the technic of inoculation adopted by us was 
described. While detailed information must be sought in that paper, 
it may be of interest to note here the principal features of the method. 


The rabbit is anesthetized, and, with a small bore, the skull is trephined in the 
parietal region to the left of the midline. A special capillary pipet is introduced 
into the subarachnoid space. When spinal fluid appears in the pipet, a suspension 
containing approximately 200,000 trypanosomes per cubic millimeter is introduced 
by means of a syringe to which is attached a 2-inch needle. On removal of the 
syringe, the trypanosomes are introduced into the subarachnoid space by gently 
blowing into the end of the tube. About two hours later the compound under 
investigation is injected intravenously. Twenty-four hours later the animal is 
exsanguinated and the spinal fluid removed by means of a capillary pipet. 
Several smears are examined under the microscope, and if no trypanosomes are 
detected, the entire amount of the fluid is injected intraperitoneally into a rat, 
which is observed for three weeks. If during this period no trypanosomes are 
found in the blood of the rat, the dose of the chemical in question is regarded as 
effective. When spirochetes are introduced into the cerebrospinal system of the 
rabbit, and an intravenous injection given two or three hours later, the animal is 
observed for a period of six months. If no lesions appear, the popliteal nodes 
of the rabbit are removed, and an emulsion with salt solution is made and injected 
into two normal rabbits, which are also observed for six months. If no manifesta- 
tions of syphilis in any form appear, the dose of the compound employed is taken 


to be effective. 


It will be seen that our methods are entirely biologic. We have 


not attempted to determine by chemical means the presence of arsenic 


in the cerebrospinal fluid, because no accurate quantitative methods of 


2. Kolle and Schlossberger: Deutsche med. Wehnsechr. 54:129 (Jan. 27) 
1928 

3. Raiziss, G. W., and Severac, M.: Proc. Soc. Exper. Biol. & Med. 24:756, 
1927. 


4. Severac and Moetsch: J. Chemotherapy 4:18 (April) 1927. 
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chemical analysis are at present available for the detection of minute 
quantities of arsenic in the various tissues and fluids of the body. 
Until an analytic method capable of high precision in such determina- 
tion is devised, biologic methods must be resorted to as offering the 
ereatest accuracy at present attainable. 

In considering the general problem of penetration of arsenical com- 
pounds into the cerebrospinal system, the first important distinction to 
be noted is that between the penetrative properties of trivalent and 
pentavalent compounds. Trivalent arsenicals can be regarded as deriva- 


tives of arsenious acid in which one or more of the hydroxyl groups 


attached to the arsenic is replaced by some organic group such as methyl, 


ethyl, phenyl, etc. The pentavalent compounds are derivatives of 
arsenic acid in which the hydroxyl groups are replaced by an organic 
radical. Trivalent compounds also exist in which two of the arsenic 
valences are attached to one atom, such as arsenic, as in the case ot 
arsphenamine. It has been definitely established that trivalent com 
pounds are distinctly inferior in penetrating power to those of the 
pentavalent group. A study of the colloidal properties of arsenical 
compounds by Raiziss and Gavron’ showed that trivalent compounds 
are colloidal substances, while pentavalent compounds penetrate animal 
membranes with much greater facility. Therefore, we have confined 
our experiments to the study of pentavalent compounds of arsenic. 

We now pass to the discussion of the results obtained. Table 1 
summarizes the experiments on the disappearance of trypanosomes 
from the spinal fluid after the intravenous injection of chemical com- 
pounds, and while further experimentation is necessary to establish 
accurately the relationships that exist between chemical constitution 
and the therapeutic effect of the various compounds studied, neverthe- 
less some interesting conclusions may be drawn from the data already 
available. 

The most effective compound is seen to be arsanilic acid, the basic 
chemotherapeutic agent, chemically para-amino-phenyl arsonic acid, the 
sodium salt of which is generally known under the name of atoxyl. A 
dose of 50 mg. per kilogram of weight causes trypanosomes to disappear 
entirely from the spinal fluid, the rats into which the fluid is intraperi- 
toneally injected remaining free from micro-organisms for the twenty- 
one days of observation. Higher doses are, of course, likewise effective. 
It is evident, therefore, that arsanilic acid must be considered a good 
starting point in building up efficient therapeutic agents for the steriliza- 
tion of cerebrospinal fluid. Its advantages are, however, offset to some 


extent by its toxicity, which is somewhat high, the maximum tolerated 


5. Raiziss and Gavron: J. Pharmacol. & Exper. Therap. 20:163 (Oct.) 1922. 











TABLE 1.—Penetration of Pentavalent Arsenical Compounds into the Cerebro- 
spinal System of Rabbits Infected Through the Spinal Canal with 


Trypanosomes and Treated Intravenously * 


Micro- Intraperitoneal Maximum Minimum 
scopic Infection of Tolerated Effective 
Exami- Rats with Dose per Dose per 
Num- nation Spinal Fluid of Kilogram Kilogram 
ber Dose of Spinal Rabbits:t+ Given Given Chemo- 
of Ex- per Fluid Weeks of Observation Intra- Intra- thera- 
Chemical peri- Kilo- 24 Hours — ~ — venously venously peutie 
Compound ments gram Later 1 2 3 to Rats to Rabbits Index? 
Arsanilie acid 1 0.020 + dD oe 0.150 0.050 3 
l 0.030 + D 
2 0,050 
l 0.060 
l 0.080 
Glycine arsonic 1 0.025 F ‘ an 1.0 0.200 5 
acid l 0.050 
1 0.050 
4 0.100 
2 0.100 ; D 
l 0.120 oie ra oe 
l 0.140 . 
2 0.150 n D 
l 0.200 -_ 
Tryparsamide l 0.040 t as wa el 1.8 0.150 12 
l 0.100 ; . 
6 0.150 — 
\rsono-ethanol 1 0.060 dD - 1.1 0.150 7.3 
l 0.080 D 
l 0.100 D 
l 0.100 
1 0.120 t Dp 
) 0.150 -_ 
Amino arsono l 0.100 D ; 1.6 0.175 9.1 
ethanol 1 0.125 . D 
1 0.150 : dD = 
2 0.150 D 
4 0.175 
N (phenyl 1 0.250 7 c ad 4.5 1.5 3 
4-arsonie acid) l 0.250 D 
glycine 5-amino l 0.300 
salicylic acid (917) l 0.300 D 
1 6.400 n D 
l 0.509 D 
1 0.700 
l 0.900 
2 0.900 D 
l 1.0 D 
1 1.2 D 
) 1.5 
. indicates the presence of trypanosomes in the spinal fluid and blood; , absence of 


trypanosomes in the spinal fluid and blood; D, death of the animal. 

+ If the microscopic examination of the spinal fluid of the rabbit was negative for trypane 
somes, rats were infected with the same fluid in order to be sure that the spinal fluid did 
not contain trypanosomes. 





‘Maximum tolerated dose , , 

Minimum effective dose ) — 
values of the maximum tolerated dose for rats, in preference to rabbits, because the majority 
of recent researches on organie compounds of arsenic employ this standard of toxicity. In 
this way, our results are comparable with the data of other investigators working with 
the same, or similar, compounds 


t Our caleulations of the chemotherapeutic index 
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dose for rats being 150 mg. Its chemotherapeutic index, obtained by 
dividing the maximum tolerated dose by the minimum effective dose, 
is 3. Let us now consider the derivatives of this substance. Glycine 
arsonic acid is closely related to arsanilic acid, representing a substitu- 
tion product in the amino group of the latter. In this compound one 


of the hydrogens in the amino group is replaced by an acetic acid rad- 


ical. While such change contributed to the decrease in the toxicity of 
the drug, its therapeutic and penetrative properties, according to our 
figures, have been influenced considerably, so much so that 200 mg. per 
kilogram are required to cause the disappearance of trypanosomes from 
the spinal fluid. The chemotherapeutic index of glycine arsonic acid 
is 5. Tryparsamide, which is in turn a derivative of glycine arsonic 
acid, and therefore related also to arsanilic acid, was subjected to a 
large number of tests; so far we have established that 150 mg. is defi- 
nitely an effective dose. ‘Tryparsamide, chemically, is related to glycine 
arsonic acid, in that an amide group is substituted for the hydroxyl] 
group in the carboxylic acid. This change, while it has increased the 
effectiveness of the drug in the sterilization of the spinal fluid, has also 
diminished the toxicity of the drug. It is seen from the table that 
tryparsamide is about one and six-tenths times less toxic than glycine 
arsonic acid, and twelve times less toxic than arsanilic acid. The 
chemotherapeutic index is 12. Here the modification of the chemical 
constitution considerably diminished the toxicity of the drug and also 
increased its effectiveness in comparison with glycine arsonic acid. 

Arsono-ethanol, a product that was prepared by Rodewald and 
\dams, and the biologic properties of which were previously studied 
by Raiziss, Severac and Moetsch,® sterilized the spinal fluid apparently 
in the same dosage as tryparsamide, but its toxicity is one and _ six- 
tenths times greater than that of tryparsamide. Its chemotherapeutic 
index is 7.3. 

Amino-arsono-ethanol, synthesized by Dr. E. H. Volwiler, has also 
previously been studied biologically by Raiziss, Severac and Moetsch.* 
It required a slightly larger dose to sterilize the spinal fluid, but its 
toxicity is lower than that of arsono-ethanol. The product compares 
very favorably with tryparsamide, showing practically the same thera- 
peutic effectiveness and a slightly greater toxicity. Arsono-ethanol and 
amino-arsono-ethanol are also related chemically to arsanilic acid, and, 
less closely, to glycine arsonic acid and tryparsamide. Amino-arsono- 
ethanol differs from arsono-ethanol in that an amino group is attached 


to the nuclear carbon, in the meta position to the arsonic group. This 
6. Raiziss; Severac, and Moetsch: Tr. Sect. Pharm. & Therap., A. M. A., 
1925, p. 66. 
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change resulted in a diminution of the toxicity and in only a slight low 
ering of its therapeutic effectiveness. Its chemotherapeutic index is 9.1. 

N-phenyl-4-arsonic acid-glycine 5-amino-salicyvlic acid (hereafter 
referred to, for convenience, as 917) was synthesized in our own lab 
oratories (Raiziss and Clemence‘). It is seen from the table that this 
drug did not sterilize in as large a dose as 1.0 Gm., 1.5 Gm. having been 
found so far to be definitely sterilizing. The chemical constitution of 
917 indicates its relationship to arsanilic acid, glycine arsonic acid and 
tryparsamide. While trvparsamide is derived from glycine arsonic 
acid through replacement of a hydroxyl by an amino group, in 917 the 
hydroxyl is replaced by a longer and more complicated chain, namely, 
the amino-salicylic acid. While this substitution resulted in a consid 
erable decrease of toxicity (the maximum tolerated dose of this drug 
being +.5 Gm. against 1 Gm. for glycine arsonic acid), the effectiveness 
of the drug was, apparently, greatly impaired by the substitution, the 
minimum effective dose having increased to 1.5 Gm. The chemothera 
peutic index of 917 is 3. 

It is always difficult to draw definite conclusions regarding the 
course that chemotherapeutic investigations must take for the purpose 
of improving the therapeutic efficiency of chemical compounds. A 
great number of preparations must be investigated before it is estab- 
lished which are the best groups and how they should be arranged in 
the molecule to obtain the lowest toxicity accompanied by a large mea 
sure of effectiveness. The present study, which is preliminary in its 
scope, indicates the possibility of attaining a diminution in toxicity 
without a decrease in effectiveness. It also indicates the possibility 
of chemical rearrangement resulting in a pronounced decrease in tox- 
icity with lower therapeutic effectiveness. lurther, it demonstrates the 
importance of arsanilic acid as a starting point for the elaboration of 
an effective trypanocidal substance that would penetrate into the cere- 
brospinal system. 

Table 2 gives a summary of results obtained in experiments on the 
effect of chemical compounds, introduced intravenously, on spirochetes 


in the spinal canal. While these results must be regarded as prelim- 


inary, and while further experimentation is necessary before definite 


conclusions are formed in this phase of our investigation, nevertheless, 
since the observation extended over considerable periods of time, and 
some interesting data have already been obtained, a brief discussion 
may be in order. 

Two experiments were performed with tryparsamide. In the first 
experiment 150 mg. per kilogram of the aforementioned chemical was 


7. Raiziss and Clemence: J. Am. Chem. Soc. 52:2019, 1930. 
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given; no syphilitic lesions were observed in any part of the body, but, 
unfortunately, the rabbit died six weeks later, so that in view of the 
short time during which the animal was under observation, we cannot 
lefinitely say that the spirochetes were destroyed. In the second 
TABLE 2 ene tre of Pentavalent Arsentcal Compounds into the Cerebro- 
pinal System of Rabbits Infected Through the Spinal Canal with 
ochaeta Pallida and Treated Intravenously 
Two Hours Later 


§ 


Dose Clinical 
per Observations 
Keg 
of Right Left 
Body Tes Tes Generalized 
Weight ticle ticle Lesions Comment 
0.150 Normal Normal Died six weeks 
later 


Discharge from eyes Infected and 
with loss of hair treated in 1927; 
around eyes; discharge lives to date, is 
from nose; sp rochetes over years old 
found in the nose, slightly and still under 
motile: later small ulcer observation 
developed on the nose 

Moderate discharge Died on the 137th 
from the eyes; heavy eT day; pus was 
discharge from the found in the 


nose right lung 


On 7sth day siight er: Died on 150! 
titis of right eve which day from 
gradually disappeared; cachexia 
more pronounced kera 

titis of left eye; the eye 

almost destroyed on 110th 

day: discharge from the 

nose which under dark 

field examination showed 

very active spirochetes; 

loss of hair on hind legs: 

skin le ns on upper 


part of abdomen 


Moderate discharge 
from both eyes: loss 
of hair around 

the eyes 


Popliteal node 

transter: two 

normal rabbits 
were infected with popliteal nodes of rabbit no. 77 
and remained normal during eight months of 


observation 


experiment 300 mg. per kilogram was given, but even this large dose 


did not prevent a generalization of syphilis. Incidentally, this animal, 


infected and treated in 1927, is still under observation. 
Compound 917 was tested on two rabbits, the dose being 150 mg. per 
kilogram. This dose was ineffective; the spirochetes penetrated into 


the body of the animals, in the first case producing lesions after 114 
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and 130 days, on the right and left testicles, respectively. In addition. 


generalized manifestations of syphilis, were observed on the eye 


lids and nose. Active spirochetes were found on dark-field examina 


tion of the discharge from the eyes and the nose. The animal died on 
the one hundred and thirty-seventh day. In the second experiment, no 
testicular lesions were observed, but slight keratitis of the right ey« 
which gradually disappeared was noticed on the seventy-eighth day. A 
more pronounced keratitis was observed on the left eye, which appeared 
almost destroyed on the one hundred and tenth day. There was also 
a discharge from the nose, showing very active spirochetes on dark- 
field examination. The animal died on the one hundred and fiftieth day, 
The sodium salt of 917 was also tested, in a dose of 300 mg. This dose 
did not destroy the spirochetes; testicular and generalized lesions were 
observed, and the animal died after one hundred and forty days. 

Very good results were obtained with acetarsone (N. N. R.), which 
in a dose of 100 mg. per kilogram destroyed the spirochetes in the 
spinal canal. No lesions were observed, and the animal remained 
normal for twenty weeks. It was killed at the end of this time, and 
popliteal node transfers were made to two normal rabbits. These 
rabbits remained normal during the six months of observation. Further 
experiments with acetarsone are necessary before this drug can be 
definitely pronounced effective. At any rate, this compound seems 
promising, and it is possible that it may prove to be of value in the 
treatment of neurosyphilis. 

We repeat again that these data are presented more as an illustration 
of our methods than as a presentation of definite results from which 
valid conclusions are to be drawn. 

\We now proceed to consider those phases of our study that have a 
bearing on the general problem of neurosyphilis in rabbits. It is well 
known that the very existence of neurosyphilis in rabbits is far from 
definitely established. The presence of spirochetes in the cerebrospinal 
fluid of rabbits infected intratesticularly has been demonstrated biologic- 


ally by Brown and Pearce * in three cases, but no clinical signs of neuro- 
syphilis were observed by them. Similar results were obtained in one case 


by Plaut and Mulzer * and in two cases by Hoffmann and Strempel '° 


Uhlenhut and Mulzer*! obtained a positive result in transplanting a 

8. Brown and Pearce: Syphilitic Infection of Central Nervous System of 
Rabbit, Arch. Dermat. & Syph. 2:635 (Nov.) 1920. 

9. Plaut and Mulzer, cited by Mulzer: Morphologie und Biologie der Spiro 
chaeta pallida experimenteller Syphilis, Handbuch der Haut- und Geschlechts- 
krankheiten, Berlin, Julius Springer, 1927, p. 187. 

10. Hoffmann and Strempel: Dermat. Ztschr., 1929, vol. 56, 

11. Uhlenhut and Mulzer, cited by Mulzer (footnote 9). 
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part of the spinal cord of a syphilitic rabbit in one case; Plaut and 
Mulzer '* were similarly successful in one case in transplanting brain 
tissue, as were also Hoffmann and Strempel.'® Schlossberger ** infected 
a mouse by introducing a piece of chancre of a syphilitic rabbit under 
the skin of the back, and a year later infected a normal rabbit with the 
brain emulsion of this mouse. In the rabbit there developed a chancre, 
pieces of which were transferred to three normal rabbits, in all of which 
syphilitic manifestations developed. The brain emulsion of one of these 
was injected intratesticularly into two normal rabbits, one of which 
developed an edema «n the left testicle, containing spirochetes. The 
syphilitic infection was carried through three more successive passages 
by means of transfers of brain emulsion. Schlossberger regards these 
results as due to special neurotropic properties of the spirochetes 
acquired during their sojourn in the brain of the mouse. Microscopic- 
ally, spirochetes have been detected in the brain in a few cases only, by 
Noguchi,'* Riss,’* Steiner'* and Fontana and Sengiorgi.'* Clinical 
manifestations, such as encephalitis and colloidal gold reactions have 
often been reported (Hoff and Pollak **), but these observations are in 
a large measure invalidated by the frequent occurrence of entirely 
similar phenomena in rabbits that have never been infected, and, in fact, 
never experimented on (Pette’®). The same investigator has also 
obtained encephalitic phenomena by the intratesticular injection of 
cerebrospinal fluid of patients with dementia paralytica, but he 
doubts the specificity of the reaction, and considers that it may pos- 
sibly have been caused by the introduction of the fluid itself or the brain 
tissue contained in the material inoculated. Levaditi'? regarded syphi- 
litic manifestations in the central nervous system of rabbits as excep- 
tional; he stated that he had never observed any such manifestations in 
spite of having had a large number of animals under observation for 
long periods of time. In his opinion, animals of a different type than 
rabbits, preferably monkeys, should be used in experimental studies of 
neurosyphilis. An exception to the general trend of these results is to 
be found in a recent publication of Perkel, Israelson, Bojewskaja and 
12. Plaut and Mulzer: Mutinchen. med. Wchnschr. 71:9, 1924. 

13. Schlossberger, H.: Arb. a. d. Staats-Inst. f. exper. Therap., 1928, pt. 21, 
p- 344. 

14. Noguchi; Riss; Steiner; Fontana, and Sangiorgi, cited by Mulzer (foot- 
note 9). 

15. Hoff and Pollak: Ztschr. f. d 
Jahrb. f. Psychiat. u. Neurol. 44:281, 192 

16. Pette: Klin. Wehnschr. 4:257, 1209, 1925. 

17. Levaditi, C.; Lepine, P., and Sanchis-Bayarri, V.: Paris méd. 1:236, 
(March 9) 1929. 


res. Neurol. u. Psychiat. 96:51, 1925; 


r 
5 
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Oretschkin,'* who have apparently observed such clinical manifestations 
of neurosyphilis as torticollis, paralysis of the hind extremities and 
“Manege-bewegungen” in three cases. In one of these three a positive 
result was obtained by a transplant of brain substance. However, these 
authors are not very clear as to their technic of inoculation and other 
important details, and in view of the conspicuous disagreement of their 
results with those of other workers, judgment on their ultimate signifi- 
cance must be withheld for the present. 

In addition to our chemotherapeutic studies, we have, therefore, 
attempted to establish whether or not neurosyphilis can be induced in 
a rabbit by means of intraspinal inoculation with spirochetes. First, 
we desired to know how long the spirochetes remained in the spinal 
canal after inoculation. Two of the rabbits used in this experiment 
were killed three days after inoculation, and some of the spinal fluid 
was injected into the testicles of normal rabbits. The results remained 
negative during nine months of observation. It was thus shown that 
no spirochetes remained in the spinal canal seventy-two hours after 
inoculation. It has since been found by Levaditi'* that no spirochetes 
can be discovered by direct examination of the spinal fluid as early 
as twenty-four hours after inoculation. As already mentioned, in a 
great majority of cases the spinal inoculation was followed by the 
development of scrotal and testicular lesions, in addition to generalized 
manifestations, such as keratitis, ulcers containing spirochetes on the 
nose, abdomen, tail, and hind legs, discharge from the nose also con- 
taining spirochetes, and the loss of hair in different parts of the body 
No clinical signs of a localization of the infection in the central nervous 
system, such as torticollis, stiff neck or ataxia, were ever observed 
However, in order to establish definitely that no such localization took 
place, one of the rabbits which had been under observation for one 
vear and which showed nearly all of the aforementioned manifestations, 
was killed, and emulsions were made from the popliteal nodes, liver, 
brain, spinal fluid and spinal cord. Normal! rabbits were inoculated with 
these emulsions, and those receiving the emulsions of popliteal nodes 
and liver developed testicular lesions with numerous active spirochetes, 
while those inoculated with emulsions of the brain, spinal fluid and 
spinal cord remained normal. It was thought, in analogy with human 
neurosyphilis, that if the syphilitic infection was allowed to run its 


course for a long period of time, manifestations of neurosyphilis might 


finally be observed. Therefore, a rabbit inoculated intraspinally in 


September, 1926, was observed for four years. One hundred days after 


18. Perkel; Israelson; Bojewskaja, and Oretschkin: Arch. f. Dermat. u 


Syph. 159:619, 1930. 
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inoculation medium nodes with very active spirochetes developed in the 


testicles. Various generalized manifestations followed, but no clinical 


symptoms of neurosyphilis developed during the entire period of four 


years. The animal was recently killed; the serologic tests of the spinal 
fluid and blood vielded negative reactions. This observation does not 
preclude the possibility of infection, for rabbits with very small and 
latent lesions sometimes give negative reactions of the blood and spinal 
fluid. Emulsions of brain, spinal cord, spinal fluid, liver and popliteal 
nodes were injected into the testicles of normal rabbits; the animals are 


under observation at the present time. 


CONCLUSIONS 


1. Methods for producing the penetration of organic compounds of 
arsenic into the cerebrospinal svstem and the results obtained are 
described, also the effectiveness of these compounds when administered 
intravenously into animals inoculated intraspinally with trypanosomes 
or spire ichetes. 

2. Control animals invariably showed the presence of trypanosomes 
in the spinal fluid. Among the pentavalent arsenicals that we have 
studied, the most effective trypanocide in the spinal fluid seems to be 
arsanilic acid, but, owing to its lower toxicity, tryparsamide has the 
highest chemotherapeutic index, namely 12. It is followed by amino- 
arsono-ethanol with an index of 9.1. 

3. Preliminary observations with spirochetes indicate that tryp- 
arsamide is less effective, acetarsone showing a better result. 

4. Microscopically, spirochetes could not be seen in the spinal fluid. 
No spirochetes were present in the spinal canal several days after intra- 
spinal inoculation, as was shown by infecting normal rabbits with the 
fluid. No spirochetes were found by this method, either in the brain 
or the spinal fluid of a rabbit which was kept under observation for a 
year after the intraspinal inoculation. 

5. In the great majority of cases the spinal inoculation was followed 
by the development of scrotal and testicular lesions, in addition to gen- 


eralized manifestations of syphilis. 


ABSTRACT OF DISCUSSION 

Dr. Joun H. Stokes, Philadelphia: Speaking from the standpoint of a clin- 
ician, | should like to emphasize our appreciation of the difficulty, expense and 
consequent inevitable slowness of painstaking researches such as this. We must 
inevitably be impressed with the noncomparability of spirillicidal and spirocheti- 
cidal tests by such a study. Just now the spirocheticidal test is the vogue in 
evaluating arsenicals for spirillicidal work, and I believe it is by no means above 
criticism as a therapeutic guide. Dr. Raiziss’ study brings out the “mystery 
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factor” in the behavior of arsenicals. Is the effect always on the organisms, o1 
is it not sometimes even more on the tissues in certain localizations? Specia 
emphasis on this problem is needed in considering the pentavalent arsenicals, th 
direct spirillicidal action of which is so relatively unimportant. 
| learned recently of a physician who is using tryparsamide for preventiy 
effects, though on what particular basis in fact I do not know. The suggestio: 
is intriguing, and I believe it deserves further consideration. Perhaps the simul 
taneous use of tryparsamide with more active treatment may reduce the incidence 
of preparesis. Acetarsone appears in an unexpectedly effective role in Dr. Raiziss’ 
study, for it is a drug unfortunately discredited to some extent from the clinical 
standpoint by the attempt to introduce it as a prophylactic for syphilis. 
Dr. Raiziss’ paper might well be entitled “A Study in Selective Localizations,’ 
1 in it one finds evidence of the marked selective localization of Spirochacta 
pallida in genital structures, the striking exemption of the nervous system in an 
otherwise generally infected animal and the evidence for therapeutic localizatior 
perhaps chemotropic on the part of our drugs. It seems as though great advances 
might be made in determining, not so much the general toxicity of a preparation 
I 


like tryparsamide, but the particular penetration and chemotropic elements that 


make it locally toxic for a structure like the optic nerve. 
In conclusion, one may perhaps hope from researches like those of Dr 


1 
| 
I 


Raiziss that other dyes than those with the arsphenamine or atoxyl base may be 


found with more specific affinities for particular tissues and a lower toxicity 


1 


for the body as a whole, owing to the gradual elimination of the heavy metals 
from the therapeutic field 
Smith, University of Virginia: An investigation that has beet 
University of Virgin related to this subject. An attempt 
determine whether or not prolonged jugular compression will 
of intravenous medication on the central nervous system. This 
ase the arsenic content in the parenchyma of the central nervous 
ne following tl tray us injection of arsphenamine. The 


he arsenic ntent of the spinal fluid before and after con 
without jugular compression, is being made, and 
an index as to the arsenic content of the tissues. 
preliminary results indicate that the increase obtained from 
compression is marked. 
Dr. Georce W. Raiziss, Philadelphia: The difficulty with tryparsamide is 
is not sufficiently spirocheticidal ; this is, however, offset in a large measure 
toxicity. Tryparsamide was one of the first chemical compounds which 


uggested to clinicians the possibility of injecting large doses of arsenic, and |! 


believe that the effectiveness of tryparsamide arises from the fact that large 
quantities of arsenic can be given. I wonder if there is any possibility of discov 
ering a drug of as low toxicity as tryparsamide which would be at the same time 
spirocheticidal. We have previously published some of the results of our studies 
of syphilis in the lower animals that indicated a lack of effectiveness on the part 
ot tryparsamide; it must be noted, on the other hand, that it penetrates well int 
the cerebrospinal system. Its effectiveness is probably due to concentration of 
arsenic in the brain, since very large doses are usually administered. So far as 
acetarsone is concerned, it is a compound closely related to arsphenamine; the 


latter, however, is a trivalent compound, while acetarsone is pentavalent 
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Recently Walter Freudenthal ' investigated the subject of “verruca 
senilis and keratoma senile” and published two articles on these con- 
ditions. I*rom our study we have gained the impression that F 
denthal’s designation of “verruca senilis’” corresponds to what we call 
keratosis seborrheica, and his “keratoma senile’ corresponds 
keratosis senilis. In agreement with Freudenthal we have fou 


these are two distinct clinical conditions, entirely different 


histologic structure and different in their predisposition to 


change. .\ review of standard textbooks and the dermatol 


log 
reveals that there is considerable confusion on this subject 
attention is paid to the classification and significance of 
common skin conditions. Some authors ( Macleod,’ Sutt: 
Pusey,’ and Lain®) use these terms synonomousl) 


1 
| 


the difference, if anv, to be merely an academic question 
Submitted for pu ion, March 17, 1930 
Read at the Fifty ird Annual Meeting 
Association, Cleveland, June, 1930. 
From the Department of Dermatology 
Graduate Medical School and Hospital 
1. Freudenthal, W Verruca Senili 
Syph. 152:504, 192¢ 
2. MacLeod Diseases 
1099 
. Ss of the 
440). 
4. Williams, Charles M Malignant Degeneratior 
t. Dermat. A. M. A., 1920, pp. 188 and 190 
5. Pusey, W. A.: The Principles and Practice 
York, D. Appleton & Company, 1926, p. 881. 
6. Lain, E. S.: Treatment of Senile Keratoses, South. M. J. 22:467 (May) 
1929 
7. Unna and Delbanco, quoted by Freudenthal: Arch. f. Dermat. u. Syph. 152: 
504, 1926, 
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SENILE KERATOSES 

Ly seme keratoses (erroneously called senile keratoma* by some 
authors) we mean those lesions which occur in persons usually past 
60 years of age, but occasionally in younger people, and which ar 
located chiefly on the temples, other parts of the face and neck and 
backs of the hands, 1. e., on exposed surfaces. Senile keratoses are most 
commonly seen in those who are continually exposed to the elements: 
hence they are found far more frequently in men than in women. 
The lesions are flat or slightly elevated, varying in size from that of a 
pea to that of a dime; they are usually multiple and from vellowish 
brown to dark gray or grayish black. Their surface is covered with 
dry, firmly adherent scales or crusts. On palpation they are embedded, 
sharply marginated, firm and rough. On removel of the horny cover- 


ing with the curet one sees numerous small conical projections on the 


under surface, and these projections fit into the depressions ( dilated 


follicular orifices) thus disclosed. When the crust is removed, the 
surface exposed is moist and red, often slightly hemorrhagic, and super 
hceial ulceration may occasionally be present. In the uncomplicated 
case of senile keratosis there are, as a rule, no subjective sensations, 
and generally there is no clinical evidence of inflammatory reaction. 
Usually these lesions are accompanied by other evidences of senile 
changes in the adjacent skin, e. g., dryness, freckling, hyperpigmentation, 


telangiectasia and wrinkling. 


HISTOPATHOLOGY OF SENILE KERATOSES 
Che microscopic studies were made with the assistance of Dr. 
David L. Satenstein. We studied twenty-five lesions from the face and 
backs of the hands which corresponded clinically to the foregoing 
description of senile keratoses. The clinical diagnosis of the lesions on 
the backs of the hands presented no difficulty. This, however, was 
not the case with the lesions on the face, some of which looked identical 
with seborrheic keratoses, particularly in patients of advanced years. 
Two of the lesions on the face which had been diagnosed clinically) 
as senile keratoses proved microscopically to be seborrheic keratoses. 
We are unable to agree with Freudenthal,' who stated that he was able 
to differentiate these two conditions clinically when they were present 
on the face of the same patient. 
The histologic observations in uncomplicated cases were fairly uni- 
form and presented a definite microscopic picture: 
1. A marked hyperkeratosis, with or without a tendency to ver- 
rucous formation, is always present. This hyperkeratotic layer is com- 
8. Keratoma, strictly speaking, means a tumor of the horny layer and is 


applicable only to a cutaneous horn. 
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posed of closely compacted horny lamellae. This explains clinically the 


hard, dry covering of these lesions (figs. 1, 2 and 3). 

2. Acanthosis is uniformly present. It may be moderate or marked 
(figs. 1 and 2). The degree of acanthosis bears no relationship to the 
amount of hyperkeratosis. In this we agree with Unna,® who remarked 
that “acanthosis and hyperkeratosis are completely independent 
processes which even where they are combined are not dependent on 
one another.” It is this acanthosis which forms the starting point for 
future epithelial changes, e. g., anaplasia, and subsequent epitheliom- 








Fig. 1—Senile keratosis from the back of a hand. Note the marked hyper 
keratosis, moderate acanthosis, slight cellular reaction in the cutis and tendency t 
verrucous formation. 


atous development. This acanthosis is of the irregular type, and the 
acanthotic rete pegs are not surrounded by a well defined basal cell 
layer. 

_ ; 

3. The presence or absence of parakeratosis was not a constant 
feature in our specimens. 

9. Unna: Histopathology of the Diseases of the Skin, Walker’s translation, 
New York, The Macmillan Company, 1896, pp. 866 and 1164. 














Fig. 2.—Senile keratosis from the back of the hand of a man, aged 62; duration 


ten years. Note the marked acanthotic zone to the right of the section; irregular 


acanthosis elsewhere and considerable inflammatory reaction in cutis. 

















Fig. 3.—Senile keratosis from dorsum of right hand in a man (physician), aged 
54: duration two years. Note the marked hyperkeratosis and tendency to ver- 


rucous acanthosis. Very mild inflammatory reaction in cutis. 
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4. Associated with the acanthosis there was always an inflammatory 
reaction varying in degree and occurring mainly in the broadened diffuse 
papillary bodies and adjacent upper cutis. This reaction consisted of 
a dilatation of the blood vessels and an inflammatory cellular reaction 
which tended to be perivascular. The cellular infiltrate was composed 
mainly of lymphocytes, some plasma cells and an occasional wandering 
connective tissue cell. Some interstitial edema was present in the upper 
cutis. 

5. Basophilic degeneration of the connective tissu 
cutis may or may not be present. 

6. Pigment granules in the basal cell layer were not a distinguishing 
feature. 

7. Mitotic figures in the epidermis, although not a prominent feature, 
are much more numerous than in seborrheic keratoses. 

8. There is rarely any suggestion of the formation of a network 
of interlacing epithelial cells in the uncomplicated case. 

9. There is never any suggestion of the formation of horny cysts, 
found so frequently in seborrheic keratoses. 

10. While Freudenthal considered an intercellular or intracellular 
edema (especially perinuclear) of the basal cells as one of the earliest 
changes and stated that in many cases it is so extreme that it develops 
a series of clefts above the basal cell layer, we are not inclined to use 
such a fine diagnostic point for the histologic differentiation of this 
condition. The edema of the basal cell layer was noted in some of our 
specimens, but in none of them were we able to find cleft formation. 

While one or more of the aforementioned microscopic observations 
may be seen in other conditions, such as arsenical keratoses, Darier’s 
disease or roentgen keratoses, the sum total of these characteristics, 
together with the history and clinical appearance, presents a_ rather 


definite picture of senile keratoses. 


SEBORRHEI( KERATOSES 


By seborrheic keratoses'® we mean those lesions which occur 


especially on the chest, interscapular region, about the waistline and on 


the face. The chin and submental regions are rarely involved. We 


have never seen a seborrheic keratosis on the backs of the hands." 


These lesions are practically always multiple and may vary in number 


occasionally used are verruca senilis vel plana, verruca sebor- 
pigmentosa, naevi seborrheica (Unna), acanthosis verrucosus 
Welch), senile verruca (Freudenthal) 
gomery, D. W.: The Anatomy of a Patch of Seborrheic Keratosis 


32:6, 1914 





10488) ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


from 3 to 4+ to 100 or more. They are sharply circumscribed, rounded 
or oval, flat elevations varying in size from that of a pea to that of a 
quarter. As a rule, they are covered with greasy, friable scales and are 
gray, yellow, brown or black. They present a granular surface which 
is raised from 1 to 3 mm. above the level of the skin, and usually the 
whole lesion is freely movable over the underlying skin; this explains 


why they are so readily removed with the curet. On removal one 


finds a small, wartlike projection in the center of the underlying skin. 
Often small black points or dots are present on the smooth elevated 
surfaces; these correspond to the follicular openings. Uncomplicated 











Fig. 4.—Typical seborrheic keratosis from the region of the right scapula. Note 
the hyperkeratosis, horny cysts, atypical epithelial proliferation with nevoid 
grouping of cells and islands of connective tissue. Mild inflammatory reaction in 
upper cutis. 


cases do not present a clinical inflammatory reaction Whatever the 
etiology of seborrheic keratosis is, we agree with MacLeod,” Sutton,® 
Pusey,® Unna® and others that the lesions bear some relationship to, 
and are found most often in association with, a greasy, seborrheic skin. 
The lesions are characteristically slow in evolution, do not tend to dis- 
appear spontaneously and are seen as a rule in persons past 40 years of 
age; e. g., they occur more often in a younger group of persons than 


do senile keratoses. 
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Subjective symptoms are usually absent, although there may be itch- 
ing or a sense of irritation at times. 

When seborrheic keratoses involve the face, it is sometimes impos- 
sible to differentiate them clinically from the lesions of senile keratoses, 
especially in those lesions that take on a warty appearance and are 


covered with tightly adherent scales. 


HISTOPATHOLOGY OF SEBORRHEIC KERATOSES 
We have removed twenty lesions that corresponded clinically to the 


description of seborrheic keratoses given. The histologic observations 
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5.—Seborrheic keratosis from the right temple in a man, aged 80. Clinically 


ndistinguishable from a senile keratosis. Note the horny cysts, marked atypical 
epithelial proliferation with tendency to nevoid grouping (note similarity to some 
types of basal cell epithelioma and especially tricho-epithelioma). Marked inflam 


matory reaction 


were quite typical and presented a characteristic picture. However, it 
is surprising to note that in dermatosis papulosa nigra, a condition 
which has been so thoroughly studied by Michael and Seale,'* there is 
a marked histologic resemblance to seborrheic keratosis. 

12. Michael, J. C., and Seale, E. R.: Dermatosis Papulosa Nigra, Arch. 


Dermat. & Syph. 20:629 (Nov.) 1929; 21:295 (Feb.) 1930; personal communi- 


cation to the authors. 
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1. The picture with the low power lens generally is that of a nevoid 
grouping of the epithelial cells (fig. 4). This observation was noted 
by Pollitzer '* and Unna ® and has caused them as well as other writers 
to regard seborrheic keratoses as belonging to the nevoid group of skin 
diseases. These tracts of epithelial network usually start from an 
enlarged rete peg and are only a few rows of cells wide. The marked 
epithelial proliferation is often network-like, and epithelial budding 
freely takes place, forming short and broad or thin pegs. 

2. Owing to this definite arrangement of the epithelial cells in groups, 
islands of connective tissue are formed which separate these cell 
growths from one another (figs. + and 5). 

3. There is usually, but not always, horny cyst formation; e. g., 
round to oval cavities filled with concentric stratified horny material 
(figs. 4 and 5). Some of these cavities communicate with the surface 
by a small opening. These cysts may be formed by the “inclusion” of 
horny material due to the proliferation of the epithelium or in asso- 
ciation with the follicular orifices. This point has been stressed by 
Freudenthal.’ 

4. The horny layer is thickened and composed of loosely stratified 
lamellae (fig. +). This accounts for the usual friabilitvy of the scales. 
Parakeratosis is not a constant observation. 

5. Pigment granules are often seen in the basal cells that accom- 
pany the proliferated epithelial cells, but the pigment varies a good deal 
in intensity. This explains clinically the marked pigmentation seen in 
some seborrheic keratoses and the lack of color in others.'* 

6. Basophilic degeneration of the connective tissue fibers of the 
upper cutis may or may not be present, depending on the age of the 
person and the location of the lesion (fig. 6). 

7. Mitotic figures are rarely found in the groups of proliferated 
epithelial cells. 

8. A slight nonspecific, exudative, inflammatory process may or may 


not be present in the cutis. When present it is either in the upper cutis 


or localized about the hair follicles. 
9. There is occasionally a slight edema in the upper cutis, and the 
connective tissue fibers appear finer and more delicate than the normal. 
10. When seborrheic keratoses involve the face, there is less tendency 
to the formation of the characteristic network of thin strands of epi- 
thelial cells, and more of broad, plump epithelial tracts which branch 


only slightly (figs. 7 and 8). 


13. Pollitzer: Monatsh. f. prakt. Dermat. 11:145, 1890. 
14. Freudenthal, W.: Epithelioma of the Skin of the Trunk: With Comments 
on Verruca Senilis and Keratoma Senilis, Arch. f. Dermat. u. Syph. 158:538 


(Oct. 21) 1929. 



























Fig. 6.—Seborrheic keratosis from the right temple in a man, aged 80. This 
section was made from the margin of the same lesion as figure 5. Note the 


nevoid grouping of epithelial strands, horny cysts and basophilic degeneration in 
the upper cutis. 














Fig. 7—Seborrheic keratosis from the side of the neck in a woman. aged 64. 





\typical epithelial proliferation suggestive of a beginning basal cell epithelioma. 
Note the horny cyst formation and large islands of connective tissue. 
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A consideration of the microscopic observations in these two con- 
ditions leads one to the conclusion that senile keratoses and seborrheic 
keratoses are distinctly different histologically in spite of the fact that 
they may simulate each other clinically, especially when they occur on 
the face. According to Freudenthal, the chief factor of distinction in 


keratoma senile (senile keratosis) is its characteristic histologic picture. 


SUSCEPTIBILITY TO MALIGNANT CHANGE 
These two conditions should be separated, because they vary in 


importance as regards their relationship to malignancy. 
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Fig. 9.—Prickle cell epithelioma of the left temple in a man, aged 65. The 
patient had several other senile keratoses on the temples (proved microscopically). 
There was a history that the present epitheliomatous lesion began on a keratosis 
of ten years’ duration. Note the follicular involvement in the carcinomatous 


pre cess, 


The clinical course of senile keratosis varies. The lesions do not 
disappear spontaneously, and may persist unchanged for months and 
even years. Hazen’ estimated that about 5 per cent of the growths 
undergo epitheliomatous transformation. They either ulcerate super- 
ficially or the lesion enlarges gradually and becomes elevated, with a 





15. Hazen: Skin Cancer, St. Louis, C. V. Mosby Company, 1916, p. 37. 
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marked hyperkeratotic covering. At times it may assume a papillom 
atous appearance. When such changes occur, the growth is undoubt 
edly undergoing epitheliomatous development, if it is not already a 
prickle cell epithelioma. The appearance of an inflammatory border 
about a senile keratosis that has recently shown a tendency to enlarge 
is one of the first clinical signs of malignancy. When a senile keratosis 
becomes verrucous, it is a carcinoma (fig. 2). The type of senile 
keratosis that has a tendency to become verrucous has been called by 
Sutton '® the acanthoid or verrucous type of seborrheic keratosis. 


Senile keratoses, therefore, are extremely important precancerous lesions. 











Fig. 10.—Sections of a lesion from the left side of the neck in a woman, aged 
64. The clinical impression was that of a basal cell epithelioma developing on a 
seborrheic keratosis. Note the horny cyst formation, islands of connective tissue 
and tendency to nevoid arrangement in part of the section; atypical proliferation 
of basal cells in another part of the section. Beginning basal cell epithelioma (7) 


arising on a seborrheic keratosis. 


lheir histopathology, as has been shown, is such that when and if a 
carcinoma results it is always of the prickle cell variety (fig. 9). The 
fact that seborrheic keratoses rarely if ever occur on the back of the 
hands (we have never observed one), while such a location is the 
favorite site of senile keratoses, would seem to explain the clinical 


16. Sutton, R. L.: Symptomatology and Treatment of Seborrheic Keratoses, 


J. A. M. A. 64:403 (Jan. 30) 1915. 
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observation that the vast majority of all cancerous lesions of the hands 
are prickle cell epitheliomas. It is our impression that the microscopic 
picture of prickle cell epitheliomas that have arisen from senile keratoses 
tends to show a perifollicular origin of the carcinoma (fig. 9). 
\Whether or not seborrheic keratoses are prone to undergo malignant 
degeneration is a debatable question. Many dermatologists (Hazen, 
Sutton, Rosen and Satenstein) are of the opinion that seborrheic 
keratoses may undergo epitheliomatous changes; others, including 
Darier,'* Dubreuilh,'S Jacobi, Jadassohn, Freudenthal,’* Zieler *® and 
Sequeira,”” denied that seborrheic keratoses are prone to malignancy. 











Fig. 12—Section taken from same lesion as figure 10. Note that the general 


appearance is that of a basal cell epithelioma. 


Freudenthal ' stated that he could find in the literature no proved 
case of a seborrheic keratosis that had become epitheliomatous. There 
is some clinical evidence, based only on clinical observation, that 
seborrheic keratoses of the covered portions of the body, may undergo 
epitheliomatous changes. If such a change does occur, it must be 
exceedingly rare. We have seen two such instances. Regarding the 


17. Darier and Pollitzer: Textbook of Dermatology, ed. 2, Philadelphia, Lea 
& Febiger, 1920, pp. 209, 358 and 686. 

18. Dubreuilh: Ann, de dermat. et syph. 8:1158, 1896. 

19. Zieler, quoted by Freudenthal: Arch. f. Dermat. u. Syph. 158:538, 1929. 
20. Sequeira, J. H.: Diseases of the Skin, ed. 4, New York, The Macmillan 


Company, pp. 380 and 540. 
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seborrheic keratoses of the face and exposed portions of the neck, atten- 
tion has already been called to the fact that they are often indistinguish- 
able clinically from senile keratoses, especially in the aged. While some 
seborrheic keratoses of the face are identical in histologic structurte with 
those of the covered portions of the body, others do not show the charac- 
teristic network of thin strands of epithelial cells with nevoid-like group- 
ing; on the contrary, there are broad, plump epithelial tracts which 
branch slightly. 

In addition to this, several of the sections of seborrheic keratoses of 
the face showed a rather marked tendency to atypical proliferation of 
the basal cells. In one of our cases this was so marked as to lead to a 
diagnosis of basal cell epithelioma (figs. 10 to 13), if the long established 
criterion is true that a hyperplasia of the basal cells is a basal cell epi- 
thelioma. However, if one can conceive of a benign hyperplasia of the 
basal cells similar to a benign acanthosis of the prickle cells, figures 
10 to 13 do not represent basal cell epitheliomas, but seborrheic 
keratoses with atypical basal cell proliferation (beginning basal cell 
epithelioma ? ). 

We are of the opinion that seborrheic keratoses of the face not 
uncommonly give rise to epitheliomas. On the basis of the histologic 
changes shown in figures 10 to 13, we may say that when such a malig- 
nant change does occur, the resulting epithelioma is of the basal cell 
variety. We do not believe that seborrheic keratoses of the face ever 


develop into prickle cell cancers. 


SUMMARY 


1. Senile keratoses and seborrheic keratoses are two distinct disease 


entities, as shown by the foregoing clinical and pathologic observations. 


A clinical differentiation is not always possible when these two conditions 
occur simultaneously on the face. 

2. Senile keratosis is distinctly a precancerous condition. While we 
believe that such lesions may exist for many years without undergoing 
malignant changes or may never undergo such a change, if a change 
does occur the epithelioma is always of the prickle cell type. 

3. Senile keratoses never occur on other than exposed portions of 
the body. 

4. Seborrheic keratoses, especially those on covered parts of the 
body, may undergo malignant changes, but if they do occur they are 
rare, and we have never seen such a case. 

5. Seborrheic keratoses of the face and exposed portions of the 
neck may give rise to epithelioma. 

6. Whenever seborrheic keratoses undergo malignant change, the 
resulting epithelioma is of the basal cell type. 


100 West Fifty-Ninth Street. 
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ABSTRACT OF DISCUSSION 

Dr. Ricuarp L. Sutton, Kansas City: I wish to congratulate Dr. Eller and 
Dr. Ryan on their excellent work. I live out on the frontier, in what might be 
called the “keratosis belt.” In the middle west, the condition is comparatively 
common. Recently, in checking over a series of 2,000 case cards, selected at 
random from a collection of several thousand, one of my assistants found the 
incidence of seborrheic keratoses to be more than 5 per cent. 

Seventeen years ago, I undertook a histologic study of the disorder. I studied 
sections from thirty-six cases of various types, and, despite considerable experience 
gained from the study of other cases since, I have never had cause to change my 
mind regarding the conclusions reached at that time. 

I am, of course, familiar with the studies of Freudenthal and other German 
observers, but I, too, have studied in Germany; the condition is comparatively 
rare in the clinics of Hamburg, Berlin and Vienna. 

In 1913, I was able to separate the lesions into three distinct groups: keratoses 
of the nevoid, verrucose and keratoid types. Seborrheic keratoses of the keratoid 
type are identical with those that the essayists have just described as “senile 
keratoses.” Many of the patients who suffer from lesions of this type are not 
senile. 

As a rule, lesions of the verrucous type occur near the hair line of the scalp, 
but occasionally one finds them on the cheek. 

[ am not in accord with Freudenthal’s observations. His so-called “verrucae” 
are not verrucae, but simply nevoid keratoses sectioned at various angles. His- 


tologically, they do not resemble verrucae in the least. 


Dr. H. E. MicHetson, Minneapolis: My associates and I have been interested 
in the subject of precancerous lesions and particularly in the various forms of 
keratoses. This subject has been under discussion for some time and was taken up 
before the Berlin Dermatological Society in about 1904. Professor Arndt brought 
out the differences between the senile and the sebaceous types of keratoses. In my 
experience I have found it almost impossible to make a clear cut clinical, differential 
diagnosis between the two types. I believe that it is better to make a biopsy in 
every case and to be guided by that. Dr. Montgomery, of Rochester, and I have 
exchanged a large number of slides on these conditions, and he has brought out 
the resemblance to the so-called Bowen’s precancerous dermatosis. In view of the 
observations, I think that it would be better to treat all lesions of this type as 
potentially malignant and, therefore, not to use a mild but a thoroughly destructive 


treatment for them. 


Dr. Paut A. O'LEARY, Rochester, Minn.: I also believe, as no doubt do 


the majority of the members present, that senile and seborrheic keratoses are 


distinct entities that are frequently difficult to differentiate clinically. 

Senile keratosis is not as rare on the trunk and unexposed parts of the body 
as Dr. Eller states, because I have observed histologically proved cases both on 
the trunk and on the extremities. Neither do I believe that when senile keratoses 
become malignant, squamous cell epitheliomas always develop. Dr. Montgomery 
has shown that the mixed type of epithelioma and the basal cell growths may 
develop from senile keratoses. 

Dr. SAMUEL SWEITZER, Minneapolis: I agree concerning the difficulty of 
making a differentiation of these two conditions. Dr. Eller stated that th 


seborrheic type never develops into the squamous type of epithelioma as a result 
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of long-continued irritation. I have found that a definite diagnosis of the type 
epithelioma cannot be made, for in some cases in which the squamous variety « 
cells is expected, one finds the basal cell type. 

Dr. WALTER J. HiGHMAN, New York: I agree substantially with Dr. Eller 
remarks, subject to the added modifications contained in Dr. Michelson’s and 
Dr. O’Leary’s discussion. I do not quite understand what Dr. Sutton means b 
differentiating between the nevoid and the verrucous type. Without dividing thes. 
types, as I hope Dr. Sutton will do, | do not think that the situation is very mucl 
clarified. 

Dr. GeoRGE M. MacKere, New York: I am in accord with those wh: 
recognize four types of keratoses in this particular group—that is, senile and 
seborrheic keratoses—not considering arsenical keratosis, keratoses from tar, et 
The senile keratosis is dry, and the horny layer is adherent. This lesion, if it 
develops into epithelioma, is commonly of the squamous cell type. I agree that 
there are three clinical types of seborrheic keratosis. The type that is ofte: 
indistinguishable from senile keratosis, but which as a rule has a waxy scale that 
can be easily removed, is the keratoid. The verrucous type is verrucous clinically, 
but histologically it shows the picture presented by Dr. Sutton. The nevoid typ 
is elevated, perfectly smooth, with no scales, and brownish red and suggests a 
nevus. I think that Dr. Eller showed several photographs in which histologically 
there were nests of cells in the cutis. Such is my conception of the nevoid type. 

When the seborrheic type develops into epithelioma, it is usually, but not 
always, the basal cell type. It is sometimes a mixed type, for there are often cell 
which make it impossible to say whether the lesion is of basal cell or of squamous 
cell type. 

In our work with radium and the roentgen rays, we have been unable to obtain 
more than 85 per cent permanent results in unselected cases of basal cell epithelioma 
I understand that pathologists who have studied cutaneous epithelioma have found 
between 10 and 15 per cent that contain prickle cells or at least epithelial cells 
from layers other than the basal cel! layer. This corresponds with the results 
obtained from roentgen and radium therapy 

Dr. Josepn J. Etter, New York: Since this paper was sent in for publicatior 
in the presessional volume, Dr. Satenstein of our clinic has found two cases ot 
basal cell epitheliomas on the trunk which he thinks developed from seborrhei 
keratoses. In our paper we stated that we had never seen this type of lesion on 
the trunk. Also, Dr. Satenstein recently examined a case of what looked like 


senile keratosis on the penis, which had developed into a prickle cell carcinoma. Up 


to that time practically all of our cases of senile keratoses were on the exposed 


surfaces of the be dy. 

| agree that it is difficult to differentiate between senile keratoses and epithelioma 
in many instances and that they should be completely removed. Up to the present 
time we have not seen a squamous cell epithelioma develop on a seborrheic keratosis 
but that does not mean that our next series of cases may not present such at 


occurrence. However, we doubt that this complication will occur. 
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PHILIPPE RICORD, M.D. 


1800-1889 


BARKER BEESON, M.D. 


CHICAGO 


Philippe Ricord was born in Baltimore on Oct. 10, 1800. His 
father, who was a ship chandler at Marseilles, having been told that the 
local revolutionary committee had ordered his arrest, hastily gathered 
his family together and sailed for America the next day. As _ their 
father died early, Philippe Ricord and his brother Alexander were 
largely raised by an older brother, |. B. Ricord, later a well known 
naturalist. Owing to the revolution, there were many French refugees 
in America, most of them in straitened circumstances. Baron Hyde 
de Neuville was most active in aiding them. Among his benefactions 
was the opening of a school in New York City, where the children 
could be sent at slight cost. In 1810, this institution had more than 
200 scholars, among whom were Philippe and Alexander Ricord. They 
were compelled to quit school early to aid in the support of the family. 
Philippe began as clerk in a bakery, then in a bazaar and finally in a 
drug store. He would not accept a permanent position, neither would 
he work at night, since that portion of the day was reserved for study. 
Both Alexander and he studied natural history under their brother, 
who took them on extensive trips in both Canada and the United States. 
Later, Baron de Neuville sent a collection of birds, fish and reptiles to 
Paris, and the two younger Ricords went along as its curators. Phil- 
ippe was 20 vears old when he stepped on French soil. For a time 
he had a hard struggle to make both ends meet, being obliged to give 
lessons in English and also to translate French books into that language. 
It has been said that Ricord was also a teacher of Spanish and Italian. 
Baron de Neuville wished him to accept a position as naturalist attached 
to the French Embassy at Washington, but Ricord chose to follow in 
the footsteps of his grandfather and became a physician. He did not 
forget the many kindnesses shown him by the Baron, and when the 
latter visited him later and on seeing his magnificent home in rue 
Tournon, close to the Luxembourg Garden, exclaimed, “What mag- 
nificence, my dear friend, I could easily lose myself in your mansion,” 
Ricord laughingly replied, ‘How can you say that, for it is you who 


made it possible.” 
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Having already studied medicine under a Dr. Rousseau in New 
York, Ricord was able to secure, through the influence of Cuvier, an 
opportunity to work in the service of Broussais at Val-de-Grace. H¢ 
left in three weeks to become an extern in Dupuytren’s clinic at Hotel 
Dieu. Ricord was a hard worker, allowing himself only five hours’ 
sleep daily over a long period of time. His efforts were rewarded with 
an internship in the Hospitals of Paris, he being twelfth on the list. 
For a short time he acted as one of Dupuytren’s interns, but, owing 


to his frankness, he was soon involved in an argument with his chief. 





PHILIPPE RICORD, 


1800-1889 


Dupuytren had charged him to look up the literature dealing with the 
operation for artificial anus, which he claimed to have been the first 
to perform. Imagine his chagrin when Ricord reported that an Amer- 
ican in Philadelphia had done this operation in 1809, or four years 
ahead of Dupuytren. In reporting the results of his investigation, 
Ricord headed his paper with this quotation, ‘““Amicus Plato, sed magis 
amica veritas,” which did not help matters. After this, Ricord was 


practically forced to go elsewhere, so he completed his service at the 


Pitié Hospital, where Lisfrane was his chief. His thesis, dealing with 


various surgical propositions, was submitted in 1826. 





BEESON—PHILIPPE RICORD 1063 


He was most desirous of a hospital position, but there were almost 
no openings then, so he began to practice in the little town of Saint 
Martin d’Olivet, close to Orleans. There he led the life of a rural 
practitioner for about one year. His calls were made on horseback. 
The steed, a bony roan, left behind by the Cossacks, was sarcastically 
nicknamed “The Flyer.” Ricord kept up his studies, often reading 
while en route to see patients. The next concours for Surgeon to the 
Hospitals found him successful, but the result was set aside, so he 
again left the French capital and settled in the country. This time his 
choice was Crouy-sur-Oureq, not far away and in the historic territory 
now famous because of the Battles of the Marne in the World War. 
While there he saw patients only as a consultant. In three years he 
was able to save 10,000 francs with which he came to Paris and again 
wooed Fate in the concours. Again he was eligible for a service, but 
since there seemed to be no vacancy he appeared to be doomed to a 
long wait. The situation changed when Ricord accepted a place at the 
Midi or Venereal Hospital, agreeing to spend twenty years there. He 
remained there for almost thirty years, or until Oct. 1, 1860, three 
months before reaching the age for retirement. After his death, the 
hospital bore his name until its assimilation by the Cochin Hospital. 

The lectures given by Ricord were never dull or tiresome, being 
always interlarded with wit and humor. It was not long before he was 
one of the most popular clinicians of Paris. He was a most excellent 
teacher, so visitors were numerous. During the summer he lectured in 
the hospital garden, thus patterning after the celebrated al fresco clinics 
of Alibert at Hospital Saint Louis. A favorite saying of his was: 
“Gentlemen, syphilis is a disorder to be studied without being con- 
tracted.” Among his best lectures were those on chancre, which were 
edited by Alfred Fournier while his intern. Ricord was the creator 
of a veritable school, that of the Midi Hospital, as distinguished from 
the school of the Hospital Saint Louis. He soon differentiated between 
syphilis and gonorrhea and showed that the primary lesion has its 
adenopathy which follows it just as a shadow follows one’s body. He 
emphasized the fact that the gland nearest the chancre was usually tie 
largest, and in his picturesque way he christened it, “the prefect of the 
groin.” Ricord popularized the use of the vaginal speculum, which 
he modified somewhat. He was a pioneer in the use of inoculations. 
lor convenience, he divided the course of syphilis into three stages. 
arly cases of that disorder he treated with yellow mercurous iodide. 
In the later ones he often employed potassium iodide, which he did 
much to make popular. The Union médicale published his well known 


lat . > q 
etters on venereal diseases, which even now are worthy of perusal. 


\mong other things, he believed that syphilis could not be transmitted 
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to animals, that an indurated chancre is derived only from a simil 
lesion, that gonorrhea is not due to syphilis, that secondary syphilis is 
not contagious and that there is no difference between natural and art 
ficial contagion. Ricord suggested that the widespread epidemic o;{ 
syphilis which began in 1493 was perhaps a combination of the ancient 
venereal diseases and glanders. 

One of his pet subjects for a few vears was the noncontagiousness 
of secondary syphilis. In this stand Ricord met with energetic opposi 
tion from the physicians of the Hospital Saint Louis and also from 
Velpeau, the well known surgeon, who repeatedly attacked the idea at 
the Academy of Medicine. Gueniot, the 98 year old member of that 
body, in his interesting “Souvenirs,” stated that Ricord was misled by 
his inoculations, which were undoubtedly often performed on those 
already syphilitic, and that besides he had a horror of experimenting 
with syphilis in healthy persons. This question as to whether secon 
dary syphilis was or was not contagious assumed such an importance 
that the Minister of Agriculture and Commerce, in 1859, requested the 
\cademy of Medicine to decide it. A commission was_ therefore 
appointed by the Academy. Its report was entrusted to Guibert, one 
of the physicians at the Saint Louis Hospital. After a series of care- 
fully controlled experiments, Gibert concluded that secondary syphilis 
is contagious. In one instance he did not hesitate, we are toid, to 
inoculate the secretion from a mucous patch into a blind man who 
promptly developed a chancre after the usual incubation period.  Fol- 
lowing the presentation of Gibert’s report, all eyes were turned toward 
Ricord, who slowly ascended the rostrum and in a most touching man- 
ner acknowledged his error, and stated that he was fully convinced of 


the correctness of Gibert’s opinion. 


Jeanselme, in an address to American students at Paris, in 1919, 


emphasized the influence of Ricord on the so-called venereal disorders. 
He said, “Ricord entered the Midi Hospital in 1831 and his logical 
mind began at once to unravel the then existing chaos. He cast out 
of the realm of syphilis such affections as gonorrhea, balano-posthitis, 
vaginitis and venereal vegetations. ‘They are autonomous affairs,’ 
Ricord said, and added, ‘We must end the old ideas. Let us cast out 
the idea that the venereal disorders all have the same cause. Throw 
out of the category of syphilis all that which is non-syphilitic.’ ’ 

Ricord vigorously attacked the ideas of Dr. Auzias Turenne, who 
believed that the inoculation of the syphilitic virus would render a per- 
son refractory to that disease, or if he were already infected, syphiliza- 
tion, as this procedure was termed, would have a curative effect. After 
being most enthusiastically received in certain quarters, particularly in 
Italy by Sperino and in Norway by Boeck, the theories of Auzias 


Turenne fell into oblivion. 
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Despite a marked trend toward venereology, Ricord always consid- 
ered himself a surgeon. His official title was Surgeon to the Midi 


Hospital, and he was a most competent one for those times. In 1832, 


he entered the concours for the position of professeur agrégé of sur- 
gery, but was unsuccessful. Ricord wrote no less than twenty-three 
articles devoted exclusively to surgical subjects, and is credited with 
originating operations for varicocele, varicose veins, phimosis, castra- 
tion and urethroplasty. He was an active member of the Société de 
chirurgie. 

By reason of his skill, honesty and pleasing personality, Ricord 
soon secured a large clientele; so he moved from rue de Vaugirard to 
6, rue Tournon, where he purchased the palatial quarters already men- 
tioned. Later he also acquired a chateau at Versailles, where a part 
of the summer was spent. He began his office hours late and continued 
on into the night, much like the late Professor Gilbert, who frequently 
made appointments following the close of the opera. Sometimes 
Ricord slipped out by a side door, and after a social call or a short stay 
at the theater returned to his professional duties again. His waiting 
rooms are said to have been truly luxurious, being lavishly decorated 
with precious objects and works of art. Patients were separated 
according to sex and social status. 

Thus Ricord became a celebrity, not only among his colleagues, but 
also among the people at large. Guéniot related an unusual incident 
which proves this. “During the Commune, in 1871, as Ricord was 
driving on a certain day to Passy, in his elaborate coach with a gold- 
liveried coachman, he was halted by a squad of Federals intent on 
mistreating such rich bourgeois as he. Being asked who he was, Ricord 
replied, ‘I am Ricord. Who do you think Iam?’ At the name Ricord, 
well known to and popular with the masses, the affair from being seri- 
ous took a comical turn. ‘Well, well,’ said one of the comrades, ‘is 
he really Ricord?’ ‘Do you believe him?’ asked another. At these 
words a third member of the band, all excitement, cried out, “Yes. Yes. 
That is Ricord. I recognize him.’ Then while they all shouted ‘Hur- 
rah tor Ricord,’ one man slyly wrote in chalk across the back of the 
vehicle, ‘Property of the Nation,’ and amid the vivas and bravos of the 
entire band Ricord drove away in peace.” 

Witkowski said that being asked what would constitute the acme 
of the pharmaceutical art, Ricord replied that to throw a solution of 
zinc sulphate into the Seine in order to stop its flow would, in his 
opinion, answer the query. 

In August, 1869, Ricord was summoned to see Napoleon III. He 
ilso participated in the celebrated consultation which took place on July 
1, 1870, just before the Franco-Prussian War. Besides Ricord, there 
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were present Nélaton, Fauvel, Lucien Corvisart, Germain Sée and 
Conneau. Sée and Ricord favored an immediate exploration of thi 
bladder to be followed by an operation if indicated. The others, headed 
by Nélaton, decided to mark time until the fall. By then the Emperor 
was a prisoner of war in Germany. 

Marshal Niel, when Minister of War, was also a patient of 
Ricord’s. He had a large bladder stone which Ricord did not con- 
sider appropriate for operation. Under his care the Marshal got on 


comfortably, but was compelled to abandon equitation, of which he was 
very fond. One day, on leaving a ministerial council, he met Neélaton, 


the celebrated surgeon, who had just called on the Emperor. “Mar- 
shal,” said he, “How are you? It seems to me that your trouble is 
lasting a long time. I believe that you can be more quickly relieved, 
so I shall call upon you tomorrow.” The next day, as agreed, Nélaton 
examined the warrior, and two or three days later he operated on him, 
crushing and then removing a large vesical calculus. All this was done 
without a word being said to Ricord, who was, however, fully cognizant 
of what had taken place. He was therefore greatly surprised to have 
Nélaton call on him that same day and say, “My dear colleague, the 
Viceroy of Egypt is at Bourbonne-les Bains. He has telegraphed for 
us to leave at once and see him together.” After considerable hesita- 
tion, Ricord agreed to this proposal, largely out of deference to the 
illustrious patient. Nothing was said about the operation which had 
been performed on the Minister of War. At almost every station en 
route Nélaton received news of the Marshal. The reports were appar- 
ently disquieting, since he showed an unusual amount of agitation. 
“The devil,” said Ricord, to whom no information had as yet been 
vouchsafed, but who watched Nélaton out of the corner of his eye. 
“It seems to me that things are not going so well.” Ricord and Nélaton 
finally reached their destination, saw the Viceroy and received 7,500 
francs each as their fee. The next day the Marshal was much worse, 
and Ricord was summoned to his bedside. He feigned extreme aston- 
ishment at the news that an operation had been performed. Two days 
later, the Marshal passed away. 

Ricord once snatched a patient from the very jaws of death by 
performing artificial respiration by means of direct insufflation. This 
procedure was carried out from fifteen to twenty times, stated an 
eye witness, until life had returned to what was apparently a cadaver. 
Carrying on amid the applause of those gathered about, Ricord desisted 
only when satisfied that he had been successful, even though his face 
was bathed in blood, and his mouth was filled with mucopurulent 
secretion. 
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Every year on Saint Philip’s day the pupils, employes and patients 
of Ricord’s service joined in honoring him. The spokesman, after an 


appropriate discourse, presented him with a bouquet. This family fete 


was closed when the chief responded in his customary kindly manner. 

Up to an advanced age, Ricord retained a comparatively youthful 
appearance, which the following anecdote confirms. Having visited 
iondon after his reputation had become far-reaching, he was invited 
to attend a session of the Royal College of Surgeons, where he was 
received with the greatest deference. The president, Sir Charles Law- 
rence, addressed hjm as follows, “Monsieur Ricord, permit me to salute 
you on behalf of my colleagues. We are indeed happy to pay our 
respects to the son of that man whose outstanding works we all admire 
so much and whom the English are happy to place alongside of their 
great Hunter.” “I thank you indeed for the compliments which you 
wish to address to my father, but my father in this case is myself,” 
was Ricord’s rejoinder. 

By reason of his reputation, Ricord was the recipient of many 
decorations, both French and foreign. He is said to have refused only 
one such honor, which was when Lagenbeck, the celebrated surgeon, 
wished to decorate him on behalf of the German government after the 
Franco-Prussian War. He was made a Grand Officer of the Legion of 
Honor because of his activities during the siege of Paris, when he was 
in charge of the ambulances sponsored by La Presse. 

The following are among his chief medical contributions: “The 
Use of the Vaginal Speculum,” 1833; “Female Gonorrhea,” 1834; 
“The Use of Mercurial Ointment in Erysipelas,” 1836; “Theory on 
the Nature and Treatment of Epididymitis,” 1838; “Practical Treatise 
on the Venereal Disorders or Critical and Experimental Researches 
on Inoculation as Applied in the Study of Those Diseases,” 1838; 
“Gonorrheal Ophthalmia,” 1842; “Syphilis of the Testicle,” 1843; 
“Iconographical Clinic of the Venereal Hospital,” 1842 and 1851 ; “Syph- 
ilization and the Contagiousness of Secondary Syphilis,” 1853; “Letters 
on Syphilis,” published in the Union médicale, 1854-1863, and a treatise 
on the syphilitic chancre, 1857. Ricord also translated and annoted 
Hunter’s celebrated work on the venereal disorders. 

Alfred Fournier, Joseph Rollet, Léon Bassereau and P. Diday were 
among his outstanding pupils. Fournier’s magnificent career needs no 
further comment. Bassereau first differentiated between the chancre 
and the chancroid. Rollet is generally credited with first accurately 
describing the mixed sore. Diday, like Rollet, was a distinguished phy- 
sician of Lyon. 

Ricord had chestnut brown hair, a low but broad forehead and 
bright, pale blue eves. His mouth was large but well formed. Intelli- 
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gence and benevolence were reflected in his countenance. Even in the 
midst of heated arguments, he was never malicious. Vidal de Cassis, 
also a surgeon to the Midi Hospital, was one of his most consistent 
opponents, but Ricord wept on hearing of his death. His tact and 


courtesy were proverbial. To his pupils and patients he was a veritable 


father. The hospital patients were referred to as his spoiled children. 
The little gamins who lived near the hospital often imposed on his well 
known generosity by showing him insignificant bruises and scratches, 
meanwhile howling most dolefully. All this was soon forgotten when a 
coin was given to them. When the attendants wished to bar these little 
impostors, Ricord always replied in the words of our Saviour, “Let the 
little children come unto me.” 

To the last Ricord was a jolly companion and the life of any social 
function which he attended. Always quick at repartee, many of his 
jokes and puns have been preserved by Dr. G. J. Witkowski in his 
“Anecdotes médicales.” Ricord was a lover of art, especially of 
sculpture. At times he even wrote poetry, composing shortly before 
his death a poem in honor of Edison’s approaching visit to Paris. A 
confirmed bachelor, his home was shared by a niece and her family. 

In his latter years Ricord suffered much from rheumatism, which 
made walking alone almost impossible, but he was always cheerful. He 
rarely missed a session of the Academie de Médecine. He was the 
honorary president of the International Dermatological Congress at 
Paris, in 1889, and presided over the closing banquet with his usual 
vivacity and wit. He died of pneumonia, Oct. 23, 1889. His funeral 
Aegrotantis animam reconfortare 


was attended by an immense throng. 
conor” has been suggested as appropriately describing this truly out- 
standing physician, who merits, without any doubt, a place among the 
pioneers in venereology. 
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spinal fluid may be negative or positive in this condition, as well as in other types 
of tumor of the brain. Other laboratory tests are of little value. 5. The consensus 
is that these tumors do not respond satisfactorily to medical treatment. An early 
decompression operation is indicated. Surgical removal is the treatment of choice, 
when possible. Specific treatment should follow for the systemic infection. 


THE DIFFERENTIAL DIAGNOSIS OF CARDIOVASCULAR SYPHILIS. WILLIAM D 

Reip, Am. J. Syph. 14:188 (April) 1930. 

The author discusses the differential diagnosis of cardiovascular syphilis, and 
presents the following conclusions: 1. The senescent heart, hypertensive heart 
disease and rheumatic heart disease are the most important cardiac diseases to 
be differentiated; however, other diseases of the heart and some noncardiac con- 
ditions must be considered. 2. Pulmonary tuberculosis, mediastinal tumors and 
bronchial asthma are the chief noncardiac conditions that may simulate cardio- 
vascular syphilis. 3. Complete physical and roentgenologic study of the patient 
usually makes possible a correct diagnosis. 4. The age group into which the patient 
falls may be a valuable clew, especially when syphilis is to be differentiated from 
senescent cardiovascular disease. 


PULMONARY Sypuitis. Atvis E. Greer, Am. J. Syph. 14:195 (April) 1930. 
* A case is reported which conforms closely with the accepted criteria of 
pulmonary syphilis, namely, the absence of any grave symptoms proportionate to 
the physical signs, the constantly negative tests for tubercle bacilli in the sputum, 
the presence of concomitant signs of syphilis elsewhere, the repeated positive 
Wassermann reactions of the blood, suggestive roentgen observations and the 
strong evidence derived from the therapeutic tests. 


SYPHILIS OF THE STOMACH. LUTHER L. HILL, JRr., Am. J. Syph. 14:199 (April) 
1930. 

A review of the literature and a report of 6 cases of gastric syphilis are given. 
The author found that of 228 patients with definite gastric lesions, 22 had syphilis, 
4 per cent in white and 16.5 per cent in colored patients. Of the 22 cases, 3 were 
proved histologically to be carcinoma, 5 were diagnosed as probable carcinoma; 
simple gastric ulcer and syphilis were associated in 6; gastric ulcer probably 
affected by syphilis was present in 2 and gastric syphilis in 5. Positive Wasser- 
mann reactions were associated with gastric lesions in a smaller percentage of cases 
than with lobar pneumonia or stab wounds, thus making dependence on the 
Wassermann test alone of little value. Syphilis involving the stomach usually 
complicates some lesion already present. When associated with syphilis, gastric 
lesions are affected by the syphilis in at least 36 per cent of patients. The author 
stresses the importance of the Wassermann test in all gastric disorders, partic- 
ularly in the Negro. Active antisyphilitic treatment should be administered if 
syphilis is present whether the condition is cachexia due to syphilis, gastric ulcer 
complicated by syphilis or syphilitic gastritis. 


LATE SYPHILIS IN THE PRACTICE OF GENERAL UROoLoGy. N. S. Moore, Am. 
J. Syph. 14:215 (April) 1930. 
Eight cases of late syphilis of the urinary organs are reported. Diagnosis 
and treatment are discussed. 


SYPHILIS AND PREGNANCY. C. R. HALLoRAN, Am. J. Syph. 14:222 (April) 1930. 

The literature is reviewed, and a case is reported of an unusual nitritoid crisis 
in a woman seven months’ pregnant. The author concludes that pregnancy does 
not decrease susceptibility to infection with Spirochaeta pallida. The defense 
mechanism in pregnancy alters the clinical manifestations of syphilis in such a 
way that primary and secondary lesions are frequently absent or very mild. 
Although the Wassermann reaction of the blood cannot be relied on with the same 
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degree of assurance in the pregnant as in the nonpregnant woman, a strongly posi- 
tive reaction, repeated, is diagnostic of syphilis. The Wassermann reaction of the 
blood of the infant of a syphilitic woman is not reliable for the first month of life. 
The serologically and clinically normal child of a syphilitic mother should be kept 
under observation. The pregnant woman tolerates a modified form of antisyphilitic 
treatment in most cases. 









THE FAILURE OF VACCINATION OF RaBBits AGAINST SYPHILIS, WITH A NOTE 
ON THE SELECTIVE LOCALIZATION OF SPIROCHETA PALLIDA. JOHN A. 
Koitmer, Am. J. Syph. 14:236 (April) 1930. 


The author reviews the literature on immunity in syphilis, and reports his 
experiments, in which he attempted to produce immunity to Spirochaeta pallida. 
The results were uniformly negative. Regardless of the route of administration 
or the preparation of the antigen, testicular chancres developed in rabbits so treated 
when they were subsequently iniected. The Nichols-Hough strain of Spirochaeta 
pallida, when injected intravenously, intraperitoneally and intramuscularly, caused y 
an acute syphilitic orchitis in the rabbits used in this experimental work. The 
absence of other demonstrable lesions suggested that this strain had acquired a 
high degree of affinity for rabbits’ testicles. 














ACQUIRED IMMUNITY IN Sypuitis. A. M. CuHEsNEy, Am. J. Syph. 14:289 
(July) 1930. 
The author summarizes the literature and expresses his belief that acquired . 

immunity is a state of resistance which evolves slowly and persists for some 

time. It is not dependent on the presence of infection. He believes that reinfection 
does not prove the original infection cured. The mechanism of this immunity 
is not understood. 








THE PROBLEM OF EarRty GENITAL Lesions. O. C. WENGER, A. A. SURGEON 

and H. O. Proske, Am. J. Syph. 14:313 (July) 1930. 

The authors present their experience with 1,235 cases in the Hot Springs 
Clinic of the United States Public Health Service. These patients were transients 
who were not cooperative and were difficult to keep under observation. In spite Pa a 
of this fact, the authors were able to make a differential diagnosis between chancre 
and chancroid in 86 per cent of the cases by repeated dark-field examinations, 
repeated Wassermann tests and observation. The error of too readily accepting 
a diagnosis of chancroid is emphasized. This diagnosis is not justified, in their 
opinion, until the bacillus of Ducrey is demonstrated in culture. This procedure 
is difficult and impracticable for the general practitioner. They recommend that 
all early genital lesions be considered syphilitic when facilities for differential 
diagnosis are not available. Under these circumstances, they suggest early anti- 
syphilitic treatment, even without an established diagnosis, recognizing, at the 
same time, that such therapy is open to criticism. 













MALARIA TREATMENT OF PARESIS. WALTER FREEMAN, Am. J. Syph. 14:326 

(July) 1930. 

This work was undertaken in an attempt to determine the modus operandi of 
malarial therapy. The work is unique in that particular attention was given to 
the relationship of cerebral and extracerebral syphilis. The literature dealing with 
the therapeutic action of malaria is reviewed, and twenty-two cases are reported. 
The author finds that malaria frequently brings about a suppression of the inflam- 
matory manifestations of dementia paralytica, and when death results in the cases 
in which treatment is successful it is often from causes not connected with the 
nervous system. Examination of the other organs indicates that the syphilitic » 
infection is still present, and it may show marked activity, particularly in the 
circulatory system and the liver. In this group there are indications that syphilitic 
lesions outside the nervous system are more frequent and sometimes more severe 
in cases in which malaria has brought about a satisfactory remission in cerebral 
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inflammation. Malaria is not to be blamed for the occurrence of certain late 
manifestations such as cirrhosis of the liver. The current theories advanced regard- 
ing the therapeutic action of malaria are discussed. The influence of previous 
antisyphilitic treatment is mentioned. In view of the active lesions outside the 
central nervous system which may be present during the period of malarial therapy, 
antisyphilitic therapy is indicated following the malarial shocks. Suggestions 
regarding this therapy are given. 


A NOTE ON THE TRYPANOCIDAL AND SPIROCHETICIDAL ACTIVITY OF “BAYER 
205” (GERMANIN). JouHN A. Kotmer, Am. J. Syph. 14:320 (July) 1930. 

“Bayer 205” was found to be less toxic and its trypanocidal activity from 
2 to 3 times higher than arsphenamine, 5 times higher than neoarsphenamine and 
140 times higher than tryparsamide. It is, however, practically without demon- 
strable spirocheticidal effects in acute testicular syphilis of the rabbit. Twelve 
weekly intravenous injections in doses of 1 Gm. were without demonstrable benefit 
in the treatment in two cases of multiple sclerosis. 


THe Errect oF HEAT PRODUCED BY AN ULTRA-HIGH FREQUENCY OSCILLATOR 
ON EXPERIMENTAL SYPHILIS IN Rapspits. C. M. CARPENTER and R. A. 
Boak, Am. J. Syph. 14:346 (July) 1930. 


The beneficial effects of malaria on certain cases of syphilis has led to much 
discussion as to its mode of action. The rise in body temperature induced by the 
infection has been accepted as the most probable explanation for the unfavorable 
influence on the spirochete. The authors describe an apparatus and method for heat- 
ing animals with short radio waves. This method, for its ease of control and freedom 
from the many unknown factors involved in a malarial infection, should constitute 
a desirable approach to the problem of the influence of heat on syphilis. One 
obvious unknown factor needs study, that is, the influence of these radio waves 
on the spirochete and on the physiology of the host aside from the production 
of heat. By periodic heating, twenty-one of twenty-five rabbits infected intra- 


testicularly with Spirochacta pallida and treated as described failed to develop 
chancres. Five rabbits developed nodules which disappeared when the heatings 
were increased. Only one typical chancre developed, and it healed in response 
to more vigorous heating. Typical chancres developed in eighteen of twenty 
control rabbits, not heated. 


C. C. Tomiinson, Omaha. 


A CASE oF CHRONIC LYMPHATIC LEUKEMIA WITH CUTANEOUS MANIFESTATIONS. 
H. C. Semon, Brit. J. Dermat. 42:229 (May) 1930. 


A case of chronic lymphatic leukemia is reported in a laborer, aged 56, who 
had attacks of impetigo and eczema from 1917 to 1922, and when first seen by 
Semon in March, 1922, presented several small callous ulcers on the knuckles and 
backs of both hands, an ulceration of the tip of the left pinna and faint scars of 
previous lesions on the backs of the hands and on the right side of the neck and 
nose. He was then lost sight of until 1929, when he presented in addition to the 
conditions mentioned, a soft freely movable nodular tumor involving the left upper 
eyelid and slight, superficial necrosis of recent origin in the umbilicus and sur- 
rounding skin. A brief discussion of the cutaneous signs in lymphatic leukemia 
together with a summary of the current views on the nature of true leukemic 
tumors precedes the case report. Three photomicrographs and five photographs of 
the types of lesions seen clinically are included in the article. The author empha- 
sizes the following points in his concluding comments: (1) the apparent duration 
of the case, from 1917 at least to 1930, i. e., thirteen years; (2) the preservation 
of excellent health throughout that period, seeming to indicate few, if any, internal 
deposits; (3) the almost complete absence of any of the so-called toxic manifesta- 
tions, such as, pruritus, and (4) the combination of markedly necrotic lesions 
(knuckles and pinna) with a nonulcerative infiltration (eyelid), although the latter 
has been present for more than two years. 
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\ CAsE OF EXTENSIVE SELF-MUTILATION OF THE SCALP, FOLLOWING A 
TRICHOPHYTIC INFECTION. R. M. B. MacKenna, Brit. J. Dermat. 42:313 
(July) 1930. 

A farm laborer, aged 36, presented a denudation of the right half of the 
calvarium when first seen by MacKenna. The eruption first appeared in the 
scalp late in 1929, as ulcers that itched so severely that he tore away his hair and 
pieces of the scalp in the involved area with his finger-nails. Two photographs 
showing the condition when first seen are presented. Fixation of the pupils was 
the only extraneous clinical observation. Smears and cultures of the pus revealed 
the presence of streptococci, Staphylococcus albus and aureus and Bacillus coli. 
Hairs taken from the area showed no abnormality, and no trichophyton was demon- 
strable. Granulation in the area was produced by dressings of isotonic saline 
solution applied twice daily with good results. Two photographs showing progress 
under this treatment are presented. The author discusses the possible diagnoses, 
including syphilis, granuloma trichophyticum and, perhaps, leprosy, and concludes 
that the case is one of self-mutilation of the scalp, presumably following a 
trichophytic infection in this area. 


INVESTIGATIONS UPON THE CUTANEOUS REACTION OF A CASE OF FLEXURAL 
EczEMA WITH Hay-FEverR. W. A. Wi son, Brit. J. Dermat. 42:320 (July) 
1930. 

The results of observations of the cutaneous reactions in a patient, aged 20, 
who had an acute case of eczema of the face and scalp and a history of suffering 
with flexural prurigo, involving the knees, elbows, fingers and back of the neck 
since the age of 14, are presented. The patient had an associated case of hay- 
fever and showed cutaneous hypersensitivity to a large number of pollens. The 
technic of the cutaneous tests is described. Investigations were made to determine 
the limits of accuracy of marking the wheal and transferring the results to graph 
paper; or of measuring the area on uniform cards and then weighing the cards. 
The size of the wheals produced by the cutaneous tests was recorded over a period 
of three months, and the limits of accuracy of the technic determined. A general 
decrease in cutaneous sensitivity took place coincident with a course of auto- 
hemotherapy, but perhaps due to other causes. The eczema did not improve during 
this period. The author states that no evidence was obtained to support the view 
that this case of flexural eczema was an allergic phenomenon, for (a) it bore no 
relation to the hay-fever; (b) local applications of the pollen to the skin produced 
no eczematous reaction, and (c) no improvement took place parallel with the 
decreased general sensitivity of the skin to all pollens. The view that the eczema 
was allergic could not, however, be set aside, in the absence of experiments with 
bacterial and other possible endogenous antigens. 


\ Case or Mycosis Funcoipes. J. H. T. Davies, Brit. J. Dermat. 42:324 
(July) 1930. 

A case of mycosis fungoides is reported in a woman, aged 70, who presented 
symptoms over a period of forty-three years and who had no symptoms of itching 
during the premycotic phase. She gave a history of disarticulation of the left upper 
extremity at the shoulder in March, 1929, becanse of a pathologic report to a 
surgeon that a tumor on the forearm was a sarcoma. She presented two tumors 
on the right shoulder shortly after December, 1929, when first observed by Davies. 
A photograph of the area of the right shoulder is presented. The body was 
covered with roughly defined, bright red patches of irregular shape situated mainly 


at points of friction and pressure. Wiz, Chicago 


EcTODERMAL DEFECT, TYLOSIS, AND DysTROPHY OF THE NAILS. R. T. BRAIN, 
Proc. Roy. Soc. Med. 23:1482 (Aug.) 1930. 
A single woman, aged 28, who attended Dr. O’Donovan’s Clinic at the London 
Hospital, was completely bald at birth, and since then the hair of the scalp had 
been scanty and in tufts, with large, smooth, bald areas. The eyebrows were 





1074 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


thin, and hair had not appeared on the pubes. The toe-nails and finger-nails 
had been deformed since birth. They were thickened, discolored and beaklike, 
and were loosely attached to a nail bed, which showed hyperkeratosis. For three 
years the patient had noticed horny plaques on the palms and soles. This gross 
hyperkeratosis was rather linear, and on the palms it ran along the ulnar side 
and then turned at right angles across the main palmar creases. The plaques 
were thick, yellow, somewhat translucent and well defined, but here and there 
the skin around showed a similar appearance, with an exaggerated pattern. Else- 
where the skin was normal in texture and appearance. No defects of the teeth 
or eyes could be found. The menstrual periods had begun at the age of 17 and 


were regular. Guy, Pittsburgh. 


URTICARIA PAPULOSA PERSTANS WITH PIGMENTATION. ITALO Levy, Arch. 
ital. di dermat., sif. 5:219 (Feb.) 1930. 
The author reports a case in a man, aged 27, in whom the condition had all 
the clinical characteristics of urticaria pigmentosa, but no mast cells were demon- 
strated in the histologic sections. 


DIFFUSE AND AcuTE CUTANEOUS PAPILLOMATOSIS IN A PATIENT WITH CANCER 
OF THE StomacH. E. G. Scorart, Gior. ital. di dermat. e sif. 71:614 (June) 
1930. 

The patient was a woman, aged 74, who showed a widespread outbreak of 
papillomatous lesions which covered practically all of the skin within a few weeks. 
The mucous membranes of the mouth, pharynx, eyes and external genitalia 
were also affected. Death occurred nine months after the beginning of the 
lesions. Necropsy showed adenocarcinoma of the cardia with metastasis of the 
liver and lymphatic glands. The author believes that there was a relation 
between the cutaneous lesions and the gastric cancer, such as exists between 
acanthosis nigricans and abdominal malignancy. 


MycetoMaA DvE TO ASPERGILLUS NIGEr AND ASPERGILLIDS OF THE HANDS. 
3ARTOLOMEO CAartTIA, Gior. ital. di dermat. e sif. 71:638 (June) 1930. 


This article is the report of a case of madura foot in which Aspergillus niger 
was recovered from the lesions. An emulsion of the spores of the fungus was 
injected into the patient in several places of the cutaneous surface, the result 
being the development of local mycotic nodules. The patient also had a papulo- 
squamous rash on both upper extremities, which the author believes to be an 
aspergillid. 


STUDIES ON ORGANIC STRONTIUM SALTS, Compounp “418,” In TaBes Dor- 
SsALIS. E. CraAMBELLOTTI, Gior. ital. di dermat. e sif. 71:670 (June) 1930. 
Tabetic pains were improved and sometimes completely suppressed after 

injections of strontium ‘418.’ Cutaneous sensibility was also improved. The 

author recommends the use of strontium salts together with antisyphilitic treat- 
ment 


Is KeERATOLYSIS EXFOLIATIVA A FoRM oF DysuHipRosis S1icca? MICHEL 
ZINGALE, Gior. ital. di dermat. e sif. 71:695 (June) 1930. 
The observations on his own case of dermatolysis exfoliativa have led the 
author to believe that this condition is an abortive form of dyshidrosis. 


DEPILATION OF THE SCALP UNDER THE COMBINED ACTION OF THALLIUM AND 
ROENTGEN Ray. G. MANTARRO, Gior. ital. di dermat. e sif. 71:776 (June) 
1930. 


This article is a report on the combined action of thallium and the roentgen 
ray in the treatment of nine children with tinea of the scalp. One-half epilating 
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dose of each agent was given at the same time. The results were poor, since 


in all cases only partial depilation occurred. The author favors the use of 
thallium alone. 


CHROMOBLASTOMYCOSIS *, Sirva and E. pe Aravyjo, Brasil-med. 44:539 

(May 17) 1930. 

The authors report a case of chromoblastomycosis in the State of Bahia, 
Brazil. The patient had hypertrophic, verrucous lesions on the right foot and 
Photomicrographs showed the parasites inside and outside of giant cells. 
he causative agent is described under the name Achroteca pedrosoi. 


Parpo-CASTELLO, Havana, Cuba. 


CONCERNING THE INTERNALLY PRODUCED PROTECTIVE AND HEALING POWER 
oF THE SKIN (EsopnyLaxis). Erich HorrMann, Dermat. Ztschr. 59:153 
(Sept.) 1930. 

Esophylaxis consists in the development by the epidermal cells under the 
influence of certain external stimuli, such as light, baths and massage, of sub- 
stances which act on the internal organs to produce the means of combating various 
types of disorders. These substances are carried by the lymph and blood streams 
and by the nerve system, and their production is to be considered as an internal 
secretion in its widest sense. The author discusses in detail the importance of 
this function of the skin and reviews the clinical and experimental evidence of 
its existence, pcinting out its practical application in the use of physical therapy. 


THE TREATMENT OF ACRODERMATITIS ATROPHICANS. C. L. KARRENBERG, 
Dermat. Ztschr. 59:166 (Sept.) 1930. 

The literature concerning acrodermatitis atrophicans is reviewed at some length 
with special regard to the etiology and to the forms of therapy that have been 
used. The author treats these patients with sweat baths given under a large 
light, starting with a temperature of from 100 to 110 F. for half an hour twice 
a day and increasing to 120 F. for one hour twice a day. The light is placed 
over the affected limb but is allowed to act also on the rest of the body. This 
treatment is usually well borne by the patient. In addition he gives a preparation 
of turpentine intramuscularly at weekly intervals; from 2 to 3 cc. the first week, 
from 3 to 3.5 cc. the second week and from 3.5 to 4 cc. the third week and then 
a rest of several weeks after which the course may be repeated. During the period 
of rest intracutaneous injections of the same medication may be given twice a 
week (from 0.5 to 1 cc.). Three cases are described in which the author treated 
the patients in this way. All of the patients showed improvement of both sub- 
jective and objective symptoms, amounting in one case to a clinical cure. The 
amount of objective improvement depends to a considerable degree on the stage 
in which the treatment is undertaken. 


An ATYPICAL ERYTHEMATOUS ERUPTION OCCURRING IN A PATIENT WITH CAR- 
CINOMA WITH LOCALIZATION ON THE EXTREMITIES, THE Mucous MEMBRANE 
OF THE MOUTH AND ON THE RADIATED AREA OF THE Bopy. F. BERNSTEIN, 
Dermat. Ztschr. 59:196 (Sept.) 1930. 


A macular eruption, with a moderate rise in temperature (erythema multi- 
forme?), developed in a patient with carcinoma of the esophagus who had been 
treated with roentgen rays six weeks before. The hands, feet and mouth were 
involved, and the only other area presenting the eruption was an irradiation 
field which had received 100 per cent of an erythema dose and which was tanned. 
The other irradiation field, which had received 50 per cent of an erythema dose 
and which had not tanned, showed no rash. Other cases in which the skin was 
sensitized by either ultraviolet or roentgen irradiation are cited from the litera- 
ture, and the author concludes that the explanation is to be found in the damage 


to the capillaries by the irradiation. a Co eee ae 
S51G, Oc ‘Te 1SCO, 





Society Transactions 


CHICAGO DERMATOLOGICAL SOCIETY 
Regular Meeting, April 16, 1930 


CLARK W. FINNERUuD, M.D., President, in the Chair 


MELANOsIs. Presented by Dr. O. H. Foerster and Dr. LESTER WIEDER. 


J. S., a white man, aged 37, a chemist, was presented because of a pigmentary 


disturbance on the face and neck. He first observed manifestations of a skin 
disease early in January, 1930, at which time there was pruritus of the eyelids 
and the contiguous portions of the cheeks with moderate branny scaling in these 
areas and of the bearded portions of the cheeks and jaws, and slight sensations 
of dryness. Inflammation had not been observed by him, and discoloration was 
first recognized a month later, after he had been repeatedly informed that his 
face was dirty. The patient then recognized brown blotches on the eyelids and 
cheeks which became progressively darker and more extensive. 

He had taken no medication, excepting a few doses of mild mercurous chloride, 
and did not use cosmetic preparations. At the time the dryness and pruritus occurred 
his physician prescribed a lotion containing calamine, glycerin, phenol and menthol. 

He had not been exposed to ultraviolet light or to unusual amounts of sunlight 
since the previous summer. He tanned readily, and he played golf frequently. 
There had been no previous skin diseases, illness or operations; he was apparently 
in good health. 

The patient had been at his present place of employment for twelve years 
and had been a research chemist for eight years. In his department naphthalene 
acid sand vat dye intermediates were made, and among the chemicals with which 
he worked were naphthalene, aniline, orthobenzobenzoic acid, benzene, nitrobenzene, 
toluene, mineral acids, calcium and sodium salts of various acids, sulphur and 
various aminonaphthosulphonic acids and aminonaphthalene sulphonic acids and 
their salts. 

Examination showed a symmetrically disposed slate-brown discoloration of the 
skin of the face and neck, the discoloration being mottled, with a suggestion of 
reticulation in some areas. The condition was most intense on the eyelids, the 
malar, temporofrontal areas and the nose, and had a characteristically muddy 
appearance. There was slight follicular hyperkeratosis on the forehead, and sharp 
margination on the neck at the collar line. The dorsa of the hands were uniformly 
and moderately tanned but not pigmented like the face. The mucous membranes 
appeared normal, and the remainder of the cutaneous surface was likewise normal. 

Examination of the blood showed: hemoglobin, 105 per cent; red cells, 
5,100,000; white cells, 9,700; differential count: 65 per cent polymorphonuclears, 
26 per cent small lymphocytes, 5 per cent large lymphocytes, 2 per cent mono- 
nuclears and 2 per cent eosinophils. The blood pressure was 128 systolic and 
76 diastolic. The urine was normal. 

A biopsy was taken from the side of the neck, and a section was presented 
for examination. Tissue was also submitted to Dr. Becker, who offered to carry 
out special pigment studies. 

DISCUSSION 

Dr. H. R. Foerster: This patient was presented as having a case of occupa- 
tionally acquired melanosis. It is our belief that he has become sensitized to light 
as a result of working with coal tar derivatives that possess photodynamic prop- 
erties, and that because of the absorption of chemicals of this type, and a con- 
sequent sensitization to light, hyperpigmentation has developed as a defense 
reaction. 
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The condition is similar to that in cases of pigmentation reported in the German 
literature, by Ullmann, Koelsch, Hoffman and others 

Anthracen or green oil, of the lower or heavier coal tar distillates, is peculiarly 
rich in photodynamic acridin, benzanthrone and anthrachinon, all photosensitizers. 
This patient works with benzanthrone anthrachinon, ortho-benzol-benzoic acid and 
naphthalene. Clinically, this type of melanosis resembles the cases observed in 
Germany during the World War by Riehl and attributed by him to the adultera- 
tion of animal and nutritional fats with mineral oil and greases. Some food 
substances, such as “horse beans,’ which were consumed by the German and 
Austrian forces during the war, were also thought to produce photosensitization 
and consequent hyperpigmentation. Exogenous sources of similar pigmentation 
have been cheap cosmetics and “make up” creams containing tar derivatives. 
I believe that the skin tests which have been carried out indicate the etiology 
of the hyperpigmentation in this case. 

Dr. LESTER WIEDER: In attempting to identify the chemical substance which 
played an etiologic role in the production of pigmentation in this patient, his skin 
was tested with a number of chemicals with which he works. Benzoylbenzoic 
acid, benzanthrone, nitrobenzene-sulphonic acid, naphthalene, aniline and tetralin 
were applied to the skin of the abdomen in three ways: first, by direct application, 
bandaged in place; second, application of the chemical after first exposing the 
skin to a dose of ultraviolet rays, and third, irradiation of the skin following the 
application of the chemical to the skin. These chemicals were removed after 
eighteen hours, and the sites of application of benzanthrone, naphthalene, nitro- 
benzene-sulphonic acid and benzoylbenzoic acid showed reactions ranging from 
papulation and vesiculation to simple erythema, the severity of the reactions to 
the various chemicals diminishing in the order named. The reactions were mildest 
in the areas tested without irradiation and most severe in those in which irradiation 
followed the application of the chemicals. The reactions to benzanthrone and 
naphthalene were followed by pigmentation of the involved areas, while the other 
reactions faded without subsequent pigmentation. Although the naphthalene pro- 
duced little dermatitis, it was followed by intense pigmentation in the area in 
which its application was followed by irradiation. The pigmentation at the sites 
where benzanthrone was applied is also still intense, but the intensity in the three 
areas tested is similar to that in the original dermatitis produced. This fact 
indicates that the naphthalene has played a more intense photosensitizing role 
than the benzanthrone, which was at first suspected of causing the condition. The 
patient also stated that at the time of the onset of his condition he was employed 
in sulphonating a large batch of naphthalene, and was more heavily exposed to 
its fumes than at any time previously in his career. The aforementioned irradiation 
was suberythema dosage with an air-cooled Hanovia lamp. The flexors of the 
forearms were also exposed to varying doses of Kromayer light and to one skin 
unit of unfiltered roentgen rays, with the production of ordinary degrees of 
pigmentation at the sites tested. The patient was to be tested further with all 
of the photosensitizing agents encountered in his work, and those for which tests 
had been made were to be repeated with chemically pure products rather than 
with the commercial ones that had been employed. 

Hematoxylin and eosin sections showed little epidermal change except for slight 
follicular hyperkeratosis; the basal layer showed a moderate deposit of pigment. 
Numerous chromatophores were found throughout the subpapillary and papillary 
layers of the dermis, most of these cells bearing heavy deposits of pigment. 
Numerous melanoblasts along the basal layer were revealed by special stains. 

Dr. Kart Zwick: Was the naphthalene that produced the intense pigmentation 
the same as the crystallin chemical in moth balls? 

Dr. LESTER WIEDER: The naphthalene was a crystal, but was dissolved in 
gasoline. 

Dr. Kart Zwick: I am in doubt whether the pure hydrocarbon naphtha’ ne 
(CwHs) as such would cause a pigmentation. Possibly in contact with the skin 
it is converted, by oxidation, into naphthoquinone, from which meriquinoid com- 





1078 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


pounds can be formed by reaction with proteids. In that case the photodynamic, 
chromogenic mechanism would be, after all, essentially the same as the one 
described by Mayer of Jadassohn’s clinic. Dr. Wieder’s observation should be 
investigated. 

Dr. W. A. Pussy: I think that this case calls attention to an interesting 
observation with which we have only recently become familiar. Recently, a case 
was reported in which the same results were obtained by the use of perfumes. 
The observation of cases like this throws light on a number of the obscure 
pigmentary conditions that we have been seeing during the last few years, and 
it is extremely interesting. 


A Case For Dracnosis. Presented by Dr. E. A. OLIVER. 


A Negress, aged 34, stated that seventeen months previously an area of black 
pigmentation the size of a dollar had appeared in the right temporal region. This 
spread to other portions of the face in the next three or four days. About seven 
months before presentation, other patches appeared on the extensor aspects of 
the forearms, on the anterior surface of the neck and about the wrist. At that 
time she noticed a swelling on the anterior surface of the neck; she had severe 
headaches and felt extremely nervous. 

When the patient was seen at the hospital on March 5, she had a rather pro- 
nounced goiter, accompanied by a rapid pulse tremor and considerable exophthalmos. 
There were irregular sized and shaped areas of black pigmentation on the cheeks, 
forehead, anterior surface of the neck, extensor aspects of the forearms and about 
the wrists. 

A basal metabolic rate taken on March 5 was + 62.1; on March 11, + 31.7, 
and on March 14, + 4.6. The goiter was removed on March 15. On March 16, 
the basal metabolic rate was — 12.3. 

Tests for melanin gave negative results. Examination of the blood showed: 
red cells, 4,480,000; white cells,, 8,500; hemoglobin, 75 per cent. The blood 
pressure was 168 systolic and 108 diastolic. A section was taken from a lesion 
on the left forearm. 

DISCUSSION 

Dr. F. D. WEIDMAN: The case impressed me as being due to the application 
of cosmetics. Philadelphia has a full population, including the Negro race, and 
sometimes one sees marked reactions from cosmetics. 

Dr. S. W. Becker: This case impressed me as being somewhat the same 
as the preceding one. The patient has the slate gray tint which localizes the 
melanin in phagocytic cells in the superficial dermis. The actual cause is not easy 
to determine because these conditions are associated with moderate inflammation 
with the deposition of pigment. 

Dr. RuBEN NOMLAND: The pigmentation is normal as far as the Negro race 
is concerned. There is a slight inflammatory reaction. 

Dr. E. A. OLtver: I saw this patient two weeks ago in consultation with 
physicians at St. Luke’s Hospital. At that time the pigmentation was more 
marked than it is at present. The patient was operated on for an exophthalmic 
goiter, and her general condition has improved, but I cannot see that the pigmenta- 
tion has improved much. She told me that she had taken phenolax for several 
years and today she said that she was using a face cream known as “Nadnola.” 
The condition may be due to the cosmetic, for she has improved somewhat since 
her stay in the hospital where she has had no opportunity to use the face cream. 
I shall try to discover what is in the cream called “Nadnola.” 


\NGIOMA OF THE HAND (TREATED WITH RapiuM). Presented by Dr. FRANK 
M. Simpson and Dr. R. FLESHER. 


A girl, aged 17 months, had a slightly raised angioma on the back of the 
right hand and forearm, measuring about 8 by 6 cm., which had been present 
since birth. 
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Under radium therapy, begun in April, 1929, the lesion had materially improved, 
without inflammatory reaction. The skin was normal in appearance over the 


treated area. 
A photograph of the former condition was presented. 


A CasE FoR DraGNosis (TUBERCULOSIS ?). Presented by Dr. E. A. OLIVER. 


A white man, aged 38, was first treated in Atlanta, Ga., on Dec. 13, 1929, for 
a lesion on the upper and lower lips. He stated that the condition began two 
years previously with what he thought was a cold sore in the left corner of his 
lip. Swelling of the lips and the jaw ensued within the next four months, unac- 
companied by subjective sensations. 

At that time (December, 1929) an examination revealed that the lips and lower 
jaw were markedly erythematous and edematous. In the buccal cavity three ulcers 
were present, one just behind the right labial commissure, one on the left cheek at 
the molar line and one in the mucosal fold in the midline of the lower maxilla. 
The ulcers varied in size from that of a pea to that twice as large. The floors 
were covered with a verrucous-like granulation and an odorless secretion. The 
borders were red and inflammatory, but they were not indurated or everted. 
There was considerable pyorrhea and four apical abscesses. There was no cervical 
adenopathy. A smear was negative for Vincent’s organisms, and in the pathologic 
report on a particle of the verrucous outgrowth it was said to be inflammatory 
tissue. 

The Wassermann and Kahn tests of the blood gave negative reactions. 

At this time, both lips were swollen and the skin was infiltrated, especially 
on the lower lip. There was an atrophic scar at the side of the upper lip. The 
buccal mucosa on both sides was the seat of considerable scarring, and was covered 
with a grayish film. The skin about the lower lip was swollen, and on the chin 
and at the sides of the mouth were numerous papules, the size of a pinhead, 
projecting a little above the level of the skin, giving an apple-jelly brown appear- 
ance on pressure. A microscopic examination of one of these papules showed a 
tuberculous picture. 

DISCUSSION 

Dr. F. E. SENEAR: This is an extremely interesting case. Before I saw 
the patient I was told that tuberculosis had been demonstrated in his lungs. The 
involvement of the lip, apparently a lymphatic condition, is much the same as 
that seen in some other diseases. There are interesting lesions on the chin which 
did not show very well today because there was apparently some reaction from the 
iodine that was applied for biopsy, but there are numerous small lesions of lupus. 
I think that it is interesting to see tuberculosis of the mouth and miliary lupus 
of the face. 

Dr. E. A. Ortver: According to the history, the treatment has consisted of 
an antiseptic mouth wash, five injections of neoarsphenamine, painting of the 
ulcers with gentian violet and a few fractional roentgen treatments. Roentgeno- 
grams show considerable tuberculous involvement of both apexes. 

Dr. E. P. Ze1ster: I suggest removing a section from the lip. Years ago 
I reported a case of solid tuberculoma of the lip with tuberculous ulcers of the 
mouth. 

Dr. CLEVELAND WHITE: I saw a young man several years ago with a typical 
tuberculous ulcer that healed completely. The ulcer was in about the same location, 
and that patient had never had pulmonary tuberculosis or any other tuberculous 
involvement. 


A Case For D1iaGnosis (TUBERCULID 7). Presented by Dr. S. W. BEcKER. 


A man, aged 50, first noted a “breaking out” on his face in September, 1927. 
Following a period of pruritus a small lesion appeared, evidently vesicular or 
pustular. This was followed after several days by a crust, and healing was 
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followed by scarring. ‘The lesions had been chiefly on the face, but other parts 
of the body had been involved. The lesion presented was of two weeks’ duration. 

On the upper part of the left cheek there was an erythematous nodule, about 
1.5 cm. in diameter, capped by a brown crust. There were atrophic scars, about 
1 cm. in diameter, over various parts of the face and trunk. Kolmer-Wassermann 
and Kahn reactions of the blood were negative, and the urine was normal on 
examination. General physical examination gave essentially negative results. The 
tuberculin reaction was positive by the intradermal method. 


DISCUSSION 


Dr. J. H. MitcHertt: I could not see anything in this case but factitious 
dermatitis. The patient has always had a certain number of lesions at a certain 
time of the day, and he is fond of talking about his condition. 

Dr. H. R. Foerster: I believe that the case is one of factitious dermatitis. 
The uniformity of the lesions in size and appearance, the appreciable depth of the 
ulcers in the absence of peripheral infiltration and the localization of the lesions 
favor that diagnosis. I do not believe that tuberculosis needs consideration. 

Dr. Kart Zwick: All of the lesions, the recent one as well as the scars, 
seem to be within easy reach of the patient’s hands. The new lesion on the face, 
with its almost black discoloration, so closely resembles the lesions produced hy 
escharotics (for instance, strong caustic alkalis) that I am inclined to think it an 
artefact due to manipulations by the patient. 

Dr. S. W. Becker: The patient admitted that he had irritated the lesions 
sufficiently to produce at least part of the condition. The one interesting point 
was the positive reaction to the tuberculin test. 

Dr. F. E. SENEAR: I think that it might be well to speak of these lesions 
as neurotic excoriations rather than as factitious dermatitis. The patient admits 
that they start as dermatitis, and that he tears them open in an attempt to remove 
something. 

Dr. W. A. Pusey: I think that there is a definite distinction between feigned 
eruptions and neurotic excoriations. It lies in the psyche of the person. In one 
case the patient has an irresistible impulse to produce the lesions and will admit 
the production of them under questioning; in the other case, he lies about them. 

Dr. J. H. MitcHett: To me “dermatitis factitia” merely means that the 
patient has produced the lesions, regardless of his purpose. 

Dr. H. R. Foerster: I accept Dr. Senear’s correction. My use of the term 
factitious was like Dr. Mitchell's. 


So_ip EDEMA OF THE Ears. Presented by Dr. RuBEN NOMLAND (by invitation). 


During the past three years, a Jewess, aged 44, had had repeated attacks of 
what was called erysivelas. The first attack originated in her right ear, following 
an infection of the middle ear of two months’ duration. Since that time there 
had been residual swelling of both ears between acute attacks. Both ears and the 
face were involved in the attacks, which had a sudden onset, with swelling, redness 
and a temperature of about 100 F. for the first two days. The acute process 
subsided within a week, and she had had about ten attacks. 

At the time of presentation there was a doughy edema of both ears, which was 
so severe that the walls of the external meatus were in approximation. 


DISCUSSION 


Dr. Upvo J. Wire: Two possibilities occurred to me in this case: angio- 
neurotic edema, which, because of the bilateral distribution, I should be inclined 
to regard as the least likely diagnosis, or an infectious lymphangiitis. 

Dr. F. D. Wertpman: I agree with Dr. Wile’s suggestion of infectious 
lymphangiitis. The only condition that should be ruled out is lymphatic leukemia. 
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[he interest in these.cases centers in the pathologic processes and the outlook for 
a nearby focus of infection; in this case that means consideration of the sinuses. 


Dr. LestER WIEDER: I think that the history of suppuration of the middle 
ear, preceding the appearance of this condition, lends some weight to the diagnosis 
of a low grade bacterial infection. 

Dr. RuBEN NOMLAND: The patient has recurrent attacks of a low grade 
infectious process which apparently belongs in the group of solid edema. I think 
that it is unusual for this condition to localize in the ears rather than on the face. 


CoccIDIOIDAL GRANULOMA. Presented by E. P. ZEISLER. 


This patient had been presented on two former occasions, and the history of 
his previous condition has been reported (Coccidoidal Granuloma, ArcH. DERMAT. 
& Sypu. 21:665 [April], 22:183 [July] 1930). 

E. R. D., aged 36, entered Cook County Hospital on May 20, 1929, with a 
condition diagnosed as blastomycosis. 

One year previously, he first noted a small pustule on the left side of the nose 
that had disappeared under treatment with radium in two and one-half months. 
Then lesions appeared on the right forearm and the back; they were painful and 
discharged pus. These lesions then spread over the trunk. The patient had 
received three courses of neoarsphenamine, but the Wassermann reaction had 
been negative repeatedly. A diagnosis of granuloma coccidioides was made by 
culture on Sabouraud’s mediums. 

On entrance he was given antimony and potassium tartrate intravenously and 
potassium iodide by mouth. After about six weeks of this regimen a septic fever 
developed; the lesions became greatly activated, and this medication was stopped. 
On July 15, the intramuscular administration of colloidal copper was begun (foreign 
preparation). Eight injections of 5 cc. at biweekly intervals were given with 
noticeable improvement. On August 27, antimony and potassium tartrate was 
again given in gradually increasing dosage of from 1 to 5 cc. 

One month later a biopsy still showed activity in the tissue. On October 17, 
another preparation of the colloidal copper was given in biweekly doses of 2 cc. 
The response was not as good as formerly, and in December the administration 
of antimony and potassium tartrate was again started. 

During the latter part of the month the lesions became markedly activated, 
and colloidal copper was again given. This was supplemented with the oral 
administration of a preparation of the same drug. Ten minims (0.6 cc.) of a 
mixed vaccine was given, with a resultant constitutional reaction and a rise in 
temperature to 102.6 F. 

The foreign preparation of colloidal copper that had been used originally was 
again administered in biweekly injections, and the lesions became markedly 
activated again with marked constitutional symptoms of a rise in temperature, 
chills, malaise and anorexia. The administration of colloidal copper was stopped, 
and after two weeks antimony and potassium tartrate was reinstituted with notice- 
able recent improvement. 

DISCUSSION 


Dr. F. D. WetpMAN: I have read the previous description of this case. The 
verrucous lesion on the sternum, that is, the more acute expression of the disease, 
impressed me particularly. Last year in California I saw several cases of the 
healed or more nearly healed type, but this is the first acute case I have ever 
seen. It makes clearer the analogy between this disease and tuberculosis. Some 
of the lesions on the face of this patient closely resemble the other expression of 
tuberculosis, namely, sarcoid. I think that one should not let these cases pass by 
without testing for other micro-organisms, for it is a hobby of mine that fungi 
secure a better footing in status resistantia minoris. In many instances the tubercle 
bacillus can be easily demonstrated. I should like to inoculate guinea-pigs and 
perhaps use the Pirquet test to see whether there is an associated tuberculous 
infection. The tuberculin test does not help one in making a diagnosis; there is 
a group reaction between fungi and tuberculosis of all forms. 





1082 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. W. A. Pusey: Do you think that there is a possibility that the organism 
is a saprophyte in this case? 

Dr. F. D. WerpMAN: No, but the tubercle bacilli may be found as well. 

Dr. W. A. Pusey: It seems to me these organisms are so active in them- 
selves that they do not need any help to account for the lesions in which they 
are found. 

Dr. F. D. WertpMAN: I was thinking of a visceral tuberculosis. 


Dr. W. A. Pusey: I am interested in this case and in the suggestion of 
Dr. Weidman that the vegetating lesion is the original lesion. I had a patient 
with coccidioidal granuloma in Cook County Hospital twenty years ago; in that 
case the vegetative warty lesions and the vegetative border rather suggested 
blastomycosis. The pathologist held out for a while but finally gave us the demon- 
stration of the organism. That patient had never been lion hunting in California. 
The case occurred in a woman, an immigrant from Europe, who had lived under 
bad surroundings. 

Dr. Kart Zwick: Although it may be difficult to determine which one of 
two infections, in a given case, preceded the other as the primary invader, Dr. 
Weidman’s observations are of great pathogenic interest and may serve a useful 
purpose from a therapeutic standpoint (Boas: The Phenomenon of the Ions). 

Dr. CLARK W. FINNERUD: I know that the early cases of this disease are 
said to be very much like blastomycosis, but I was surprised to find similar miliary 
pustules on the border of the lesions, and that they contained numerous large 
cells filled with small endogenous spores, with several dozen such spores in 
each cell. Therefore, in this case at least, the ordinary sodium hydroxide prepara- 
tions are a suitable means of arriving at a hasty and accurate diagnosis. It has 
been insisted that it is necessary to find organisms in histologic sections or to 
make cultures to prove the diagnosis. 

Dr. E. P. ZeE1sLeER: I am disappointed in the therapeutic results in this case. 
Six months ago we thought that the patient would recover, but within a short 
time he has shown a marked recurrence. Roentgenograms do not reveal anything 
in the lungs. I think that in view of the long duration the case might well be 
classified as chronic coccidioidal dermatitis. Antimony and potassium tartrate 
{s being given again. 


A CasE FoR DtaGNosis (Mycosis FuNGorpEs ?). Presented by Dr. E. A. 

OLIVER. 

A white woman, aged 29, stated that the condition began four years before 
presentation with an urticaria-like eruption. She was first seen on July 26, 1929, 
at which time she presented the picture of a generalized erythroderma. The skin 
of the entire body was dry, infiltrated and pruritic, the picture seen in the lympho- 
blastoma group. On the forehead there was a group of nodules, ranging in size 
from that of a pea to that of a small nut; nodules were also seen in the axillae, 
and there was marked general adenopathy. 

She was seen at weekly and biweekly intervals until March 9, 1930. The 
nodules came and went. On Dec. 7, 1929, the upper part of both legs was the 
site of numerous large, mushroom-like tumors. One was still present on the left 
thigh. These tumors and the condition of the skin in general responded favorably 
to fractional doses of roentgen therapy. 

On March 9, she entered Cook County Hospital with an impetiginous and 
flaccid bullous-like eruption involving both legs, with a large abscess in the left 
groin. She had had a septic type of fever since that time, the highest point being 
103.8 F., and several large abscesses had developed. 

The skin of the entire body was involved in an eruption of large, dark brown 
papules, irregular in size and shape, some as large as hickory nuts. These lesions 
were dry and crusted. On both legs there were many small superficial blebs, 
pustules and papules, the picture of pemphigus foliaceus. 
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All of the glands in the cervical axillary and epitrochlear region were much 
enlarged, and there were several draining abscesses, one on the back and another 
in the left inguinal region. 

The Wassermann reaction, urinalysis and a roentgenogram of the chest were 
negative. 

The blood count showed: 23,000 white cells; the differential count: 2 poly- 
morphonuclears, 73 per cent; large lymphocytes, 8 per cent; small lymphocytes, 
15 per cent, and eosinophils, 4 per cent. 


DISCUSSION 

Dr. A. W. StiL_Lians: This is a most interesting case of mycosis fungoides. 
I was particularly impressed by the history of the occurrence of bullae. 

Dr. O. H. Foerster: I considered this case as an instance of mycosis 
fungoides with unusual features. The disease may masquerade for many months 
or years as some other condition, as is well known, but when cutaneous tumors 
develop of the kind which are present in this patient, the significance of the 
previous manifestations is apparent. 

Dr. W. A. Pusey: I remember that Fred Harris used to say, in referring 
to the frequency with which seborrheic dermatitis was made the diagnosis in 
nondescript eruptions, that “seborrheic dermatitis is the rheumatism of dermatol- 
ogy.” I am inclined to agree with him in a good many cases of obscure itching 
conditions in which the diagnosis of the premycotic stage of mycosis fungoides 
is made. In this case the lesions are small, which is unusual in mycosis fungoides ; 
few of them are vegetating. In this disease the presence of bullae in great crops 
is an extraordinary situation. While I accept the diagnosis for lack of a better 
one, I think that it is an unusual picture of mycosis fungoides. 


Dr. Upo J. Wire: I agree with what Dr. Pusey said. I think that there 
are certain types of this large group that one can speak of as mycosis fungoides, 
types in which the patients have vegetating tumors and the lesions undergo definite 
evolution from a nondescript dermatitis into fungoid tumors. On the other hand, 
there is a large group of cases in which the clinical characteristics differ so greatly 
from the classic picture of mycosis fungoides that one should be careful not to 
label them as such. I think that this case is one of that group. The patient had 
marked lymphadenitis in the groin and elsewhere. In my experience this is not 
common in mycosis fungoides. This case appeared to me to be more of the type 
in which there is a definite picture of leukemia than a lymphoblastoma of the 
fungoides types. I was interested in the high blood count, 23,000 of which—a 
large percentage—were leukocytes. That might be due to the amount of absorption 
which was due to the blisters, but it is an uncommon observation in mycosis 
fungoides. I think that the case is probably lymphoblastoma, but I am more 
inclined to put it in the group of leukemias. 


Dr. E. A. Ottver: I presented this patient for discussion. I saw her first 
in July, 1929, with an entirely different picture. She had a generalized lympho- 
derma, and at times fungoid tumors developed. Dr. Senear saw her with me and 
agreed that the condition was mycosis fungoides, although I did not present her 
with that diagnosis today. When I first saw her the blood count showed about 
11,000 white cells and the differential count was normal. She improved fairly well 
and responded to small doses of roentgen ray. A month ago she became very ill 
and was sent to the hospital. At that time she had a flaccid eruption, more of 
an impetiginous type, on both lower legs, with a large abscess in the groin. 
Since then three large abscesses have developed, and these have been severe enough 
to account for the high blood count. I believe that it is an atypical mycosis 
fungoides. There has been considerable pruritus. 

Dr. O. H. Foerster: I wish to call attention in this connection to the case 
of mycosis fungoides presented by Dr. Pardee many years ago that terminated in 
leukemia. It was perhaps the earliest observation of such termination and is often 
referred to in the literature. 
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\ Case FoR DraGnosis (DEVERGIE’s DISEASE). Presented by Dr. F. E. SENEAR 
and Dr. Max WIEN. 


When first seen on Jan. 18, 1930, J. W., a schoolgirl, aged 6, presented a 
generalized miliary, papular, follicular eruption, many of the lesions being lichenoid. 
It was said that the eruption began on Jan. 8, 1930, on the forehead and gradually 
spread to involve the body in general. There was severe itching at this time, 
although the itching was slight at the onset. The patient’s general health had 
been good. 

When first seen the eruption was of a generalized type with associated involve- 
ment of the palms, soles and marked scaling of the scalp. The scales were thick 
and of silvery type. The palms and soles presented deep-seated superficial nodules. 
The eruption had followed a rapid course, becoming more generalized and con- 
fluent, and on January 28, small follicular flags were noted on the dorsal surface 
of the second phalanges. Waxlike infiltrations were also noted over the joints 
of the fingers and the soles, and at the point of pressure on the heel. No changes 
were observed in the nails. 

The lesions cleared slightly on the administration of thyroid extract by mouth 
The patient was last seen on February 14. 

General examination revealed enlarged tonsils. The examination of the chest 
was negative for tuberculosis, and the Mantoux test gave negative results. 

Biopsy from a lesion on the left side of the chest, taken on February 28, 
revealed a thin hyperkeratotic scale. Near the center of the specimen was an 
area that was elevated slightly above the level of the adjacent epidermis and 
separated from it by a shallow crypt on each side. In this area there was acanthosis, 
and lengthening and broadening of the rete pegs, but these were not of uniform 
length. In the center of the papule was seen a concave depression filled with 
hyperkeratotic scale. The granular layer was thickened, especially beneath the 
central depression. There was moderate intracellular edema of some of the rete 
cells, and in one place adjacent to the central depression there was a superficial, 
flattened vesicle. The papillae were thin and elongated, and the suprapapillary 
rete was thin above them. The papilla beneath the vesicle contained many round 
cells. In the upper part of the corium beneath the papule many islands of infiltra- 
tion were seen, consisting of about equal numbers of round cells and macrophages, 
some being grouped about the blood vessels. 

No relationship of the papule to the follicular apparatus could be demon- 
strated. 

DISCUSSION 

Dr. O. H. Foerster: I think that this was an instance of Devergie’s disease, 
the condition which the Vienna school terms lichen ruber accuminatus. The 
marked waxy appearance of the child’s face, the characteristic peculiar salmon 
tint, the follicular spiny elevation, the sharp margination and the angular configura- 
tion of some of the patches are all well expressed. 


Dr. F. H. MitcHety: I think that the progress of the disease is the most 
rapid I have seen. I recall the case of a girl seen with Dr. Ormsby who had 
a mild attack; she came back later completely covered with the eruption. 


Dr. OLIVER S. Ormssy: I think that while slow development is the rule 
in this disease, rapid development does occur. I recall two cases that developed 
within a few weeks, with a marked generalized exanthem. One case occurred in 
a man who had been treated for syphilis and who came in with an acute eruption 
which was classic. I do not recall the details of the other case. 


Dr. F. E. SENEAR: When we first saw the patient, about the middle of 
January, the picture was quite different, but was characteristic. She had a 
generalized hyperkeratotic eruption, with patches over the palms, soles, elbows 
and knees. She has not been seen recently, but since that time the exfoliative 
picture has developed over the trunk. It was interesting to me that the eruption 
developed within ten days of the time we saw her. I found two cases in the 
literature of similar occurrence. 
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\ CaAsE FOR DIAGNOSIS (CUTANEOUS NEUROMA ?). Presented by Dr. Max 
WiEN and Dr. MINNIE O. PERLSTEIN. 


B. M., aged 55, a Jewish housewife, presented a lesion over the right scapula 
of one year’s duration. She was first seen on Feb. 10, 1930, at which time she 
had a dull red to violaceous fan-shaped elevation, with raised edematous borders 
and some clearing in the center. The lesion was about 6 cm. in its greatest 
diameter. She stated that the condition began as a small spot which gradually 
enlarged. It was accompanied by slight itching at the onset which was relieved 
by applying a bland ointment. 

The Wassermann and Kahn reactions of the blood were negative. The urine 
was normal. 

The patient had suffered from chronic myocarditis and angina pectoris for the 
past three years. A roentgenogram of the chest, taken in May, 1929, revealed 
evidence of an old pulmonary tuberculosis. 

3iopsy showed the epidermis to be normal with the exception of flattening oi 
the rete pegs. The corium consisted of dense bundles of fibrous connective tissue 
with relatively few nuclei. The blood vessels were normal and a few were sur- 
rounded by a slight infiltrate of round and spindle cells. The hair follicles and 
sebaceous glands in the section were normal. 

The van Gieson stain demonstrated the nature of the dense bundles of fibrous 
connective tissue, especially well marked adjacent to the hair follicle. Here were 
also seen several well defined islands of loose round cell infiltration. 


DISCUSSION 

Dr. H. E. Micuetson: This case is a difficult one to discuss, for it reminds 
one of Dr. Wile’s case of neuroma. The experience gained from his case is that 
the biopsy must be cut deep and special stains used. In the old literature there 
are a number of reports. Neumann reported one, and Virchow has also described 
the condition. 

Dr. F. E. SENEAR: Like Dr. Michelson, the first thing I thought of when 
I saw this case was the case of cutaneous neuroma seen at Ann Arbor, and I 
asked Dr. Wien to present the patient. 

Dr. CLARK W. FINNERUD: I thought that I saw three or four large bundles 
of nerve tissue in the upper half of the corium, but special staining would be 
necessary to determine this accurately. 

Dr. Max Wien: A further effort should be made to establish a diagnosis 
of cutaneous neuroma. 

SUBSEQUENT Note: Special stains for nerve tissue on the specimens presented 
and a subsequent biopsy failed to reveal the presence of pathologic nerve elements. 
The lesion was undergoing involution on local soothing applications of ointment. 


EPITHELIOMA (MULTIPLE); KERATOSIS (ARSENICAL). Presented by Dr. A. W. 
STILLIANS. 


A truck driver, aged 63, stated that he had had red patches since 1915, and 
warts on the palms and soles for about ten years. He was sure that he had never 
taken any “drops” or medicine in any other form containing arsenic. 

Inspection revealed many typical arsenical keratoses of the palms and soles, 
with a fungating epithelioma of the proximal phalanx of the left index finger 
which covered the palmar surface of the finger for 2 cm. On the upper part of 
the back was another fungating lesion 1.5 cm. in diameter and 0.5 cm. high; a 
flat epithelioma was present on the right side of the forehead, and a flat, eroding 
lesion on the left palm, about 0.7 in diameter. Besides these lesions there were 
several patches of superficial epithelioma on the trunk. 

The hair of the patient and shavings from the keratoses were to be examined 
for arsenic. 
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DISCUSSION 

Dr. E. A. Ovtver: I thought that this case was an excellent example of 
multiple epitheliomatosis and was a little surprised to learn that there was no 
history of the taking of arsenic. The lesions on the palms are the same as thos 
seen following the prolonged use of arsenic. 

Dr. Ottver S. Ormspy: Several years ago Dr. Mitchell photographed a 
patient who had at least twenty epitheliomas and numerous hyperkeratoses. In 
that case we traced the arsenic to the water he drank from a well in Mexico. 
This patient says that he lived in Mexico for two years and drank water from 
a well there, so possibly he also got his arsenic through well water. 

Dr. F. H. MitrcnHett: When I was an intern I saw a patient with an 
internist who had been fed arsenic for two years by his fond and loving wife. 
Magnificent keratoses developed, but he lived to plague her. 

Dr. A. W. Sticxi1ans: I advised roentgentherapy for the fungating epithelioma. 
Sections will be examined for arsenic. 


SARCOID (SPIEGLER-FENDT TyPE). Presented by Dr. Marcus Caro for Dr. 
E. P. ZEISLER. 


H. W., a woman, aged 35, presented three tumors on the outer surface of the 
left leg just above the ankle. One tumor was kidney-shaped, and 5 by 10 cm., 
while the two others were round and smaller. Each was elevated about 1 cm. 
above the surface of the skin, violaceous red, with a smooth, shiny surface and 
a border that sloped gradually down to normal skin. The consistency was rubber- 
like. The tumors were not attached to the underlying structures. 

The duration of the largest tumor was one year. The patient stated that 
each one followed some injury to the skin at the site. The lesions were not painful 
but were occasionally tender. 

Laboratory reports gave: Wassermann reaction of the blood, negative; basal 
metabolic rate, + 17.5 per cent and —2.6 per cent. Histologic examination showed 
that the lower part of the corium was permeated by many ill defined groups of 
infiltrating cells, chiefly lymphocytes with a few spindle cells, many of these 
groups being about blood vessels and sweat glands. The infiltrate here was loose 
and lay in an edematous stroma. The endothelial lining of the blood vessels 
was thickened, and in some of them it occluded the lumen. Deeper in the corium 
and in the hypoderm there was a mass of densely packed lymphocytes, although 
in parts there was a predominance of spindle cells. This mass showed infiltration 
into the fatty layer. The histologic diagnosis was sarcoid (Spiegler-Fendt type). 
The tumors were undergoing involution while the patient was receiving treatment 
with solution of potassium arsenite. 

DISCUSSION 

Dr. Paut A, O'LEARY: The location and the overhanging solid edema on 
first glance resemble a group of cases that I recently described of solid edema 
of the extremities associated with exophthalmic goiter. The marked difference 
is that this patient has an associated inflammatory reaction, while in the group 
I reported no inflammation was noted. I thought that the condition was an 
example of solid edema, but that it was not associated with thyroid disturbance, 
in spite of the fact that the patient’s thyroid gland has been removed. 

Dr. H. E. Micuerson: I think that the case certainly is not related to the 
30eck type or the Darier-Roussy type of sarcoid. The only case that I ever saw 
of the Spiegler-Fendt type was that of Dr. Swietzer’s and this case does not 
resemble his. The lesions in Dr. Sweitzer’s case were round cell sarcoma with 
mitotic figures, microscopically. That patient died within two years, but the 
postmortem examination did not show an adequate cause for death; death was 
not due to generalized sarcoma. The section in this case showed a marked infiltrate 
of the lymphocytes of the leukemic type. 
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Dr. O. H. Foerster: I| thought that the disorder was sarcoid, but I had no 
opportunity to examine the microscopic sections. 


Dr. S. W. BEcKER: I thought that the lesions were somewhat similar to those 
on the scalp of the man whom I presented two months ago. Histologically, there 
was identical infiltration of lymphocytic cells into the adipose tissue. I should 
offer a diagnosis of pseudoleukemia, unless the blood picture already shows 
leukemia. 

Dr. Marcus Caro: I am sorry that we cannot report the observations on the 
blood, but the count will be made and reported later. 

Dr. E. P. ZEISLER: This case was presented as an example of the Spiegler- 
Fendt type of sarcoid. I think that the histologic condition corresponds to that 
of some of the reported cases. 


A CASE FOR DIAGNOsIsS (PURPURA ?). Presented by Dr. Max WIEN and 
Dr. MINNIE O. PERLSTEIN. 


A Jewess, aged 46, was first seen in October, 1929, at which time she presented 
a varicose ulcer and assoeiated dermatitis on the lower third of the left leg, and 
a dermatitis alone on the right leg, of five years’ duration. Marked varicosities 
were present. Under management, the ulcer healed, the dermatitis improved and 
the patient was not seen again until Feb. 24, 1930. 

At that time, she presented an eruption of two weeks’ duration. The first 
change noted was an area the size of a pea just above the left knee. This lesion 
gradually increased in size by peripheral enlargement, and about one week after 
the onset the right leg became involved. At the time of the first examination, 
there were five red areas the size of a coin, one just below each knee on the 
outer side of the thighs, one just above each knee on the inner side of the thighs 
and one on the inner side of the upper third of the right thigh. On March 17, 
about one month after the onset of the condition, there were, in addition to the 
original lesions which were increased to the size of a half dollar, numerous new 
areas which varied in size from that of a pinhead to that of a coin located over 
both thighs and extending from the groin to the knee, especially on the inner 
surface. These new lesions had all appeared within the previous week just prior 
to an injection of quinine and urea into one of the varicosities on the right leg. 
There were no subjective sensations except for a slight itching in the newest 
lesions. 

On examination, the involved areas were seen to be round and symmetrical, 
consisting of purpuric pigmentation and telangiectasia about the periphery with 
clearing in the center of the larger lesions. There was no infiltration, scaling, 
scarring or atrophy. The new areas were bright red; the older lesions varied 
from a dull red to brown. There were,no other cutaneous lesions on the trunk 
or extremities, except for the bilateral dermatitis over the lower third of the 
legs. The patient also presented an inflammatory reaction to the injection into 
the varicose vein with tenderness over the course of the vein. 

The past history was irrelevant. The patient had had five pregnancies with 
difficult, prolonged labors. The varicosities began with the first pregnancy and 
increased with each successive one. The physical examination gave essentially 
negative results. Examination of the blood showed: hemoglobin, 75 per cent; 
red cells, 4,250,000; white cells, 8,200; differential count: 63 per cent polymorpho- 
nuclears, 20 per cent small mononuclears, 14 per cent large mononuclears and 
2 per cent eosinophils. The Wassermann reaction of the blood was negative. 
The blood sugar was 133; nonprotein nitrogen, 18, and cholesterol, 179. The 
urine was normal. 

During the past four weeks, the older lesions had faded and become brown. 
Discrete round and oval circumscribed patches were present over both buttocks 
extending to the level of the ilium. These new patches were bright red and varied 
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in size from that of a coin to 5 cm. in diameter. The new lesions were preceded 
by moderate itching. 

A biopsy from one of the oldest lesions revealed a thin hyperkeratotic scale. 
The epidermis showed flattening and occasional fusion of the rete pegs, but it was 
otherwise normal except for a few small areas. In these areas, lying directly 
over the inflammatory areas in the corium, the rete showed slight intercellular 
and intracellular edema and a beginning disorganization of the basal layer. 

The upper part of the corium was edematous. There were thin mantles of 
lymphocytes and fibroblasts about the capillaries, while the larger vessels had 
thick mantles of similar infiltrate. Above the largest of these the corium was the 
seat of a diffuse lymphatic and fibroblastic infiltrate with much edema which 
extended up to the epidermis. 

About the superficial blood vessels were a few fine, brownish granules. Deeper 
in the corium was much brown pigment, some in dense masses and some in the 
form of diffuse fine granules. 

DISCUSSION 


Dr. J. H. Mitcuett: I was much interested in this case, and made the 
remark that many are called but few are chosen in cases of purpura annularis 
telangiectoides. I was unable to come to any conclusion, but I expect to find 
more purpura and more atrophy than I could see in these lesions. 


Dr. H. R. Foerster: I have no diagnosis to offer but I believe that the 
picture is not that of Majocchi’s disease. 

Dr. O. H. Foerster: On first view I considered the possibility of purpura 
annularis of the Majocchi type, but I have no definite diagnosis to suggest. 
Macules and pigmentation were seen but I did not see any atrophy, although 
that is not essential. It is a progressive process extending to the thighs and over 
the breast. The possibility of its being a tricophytid occurred to me. I think 
that it might be well to investigate along that line. 

Dr. Max WIEN: We have made no definite diagnosis in this case. We 
thought of the poss‘bility of Majocchi’s disease, but were not able to definitely 
establish that diagnosis. 


SYRINGOMYELIA WITH TROPHIC ULcERS. Presented by Dr. BuRstTEIN for Dr. 
E. A. OLIveR and Dr. CLARK W. FINNERUD. 


A man, aged 40, entered Cook County Hospital on March 31, 1930, with a 
deformity of the right hand of two years’ duration, and sores of about three years’ 
duration on the hands. He had burned his right hand without feeling the heat 
some weeks previously, and ulcers of the arms had developed in the past few 
weeks. 

Examination revealed several large crusted ulcers on the right arm and one 
deep, punched-out ulcer with a sloughing base over the head of the right humerus. 
There were healed scars over the back and left shoulder area and some ulcerated 
nodules about the fingers. Dorsal scolioses was present. The gait was limping 
in character. Active and passive movement of the extremities was preserved, 
except for the right hand, which presented an atrophic paralysis with claw-hand 
deformity, contracture, atrophy of the small muscles of the hand and wasting of 
the thenar and hypothenar eminences. There was some swelling about the right 
elbow joint. 

The cranial nerves were apparently normal, except for slight ptosis of the 
right upper lid, exophthalmos and narrowing of the interpalpebral fissure. The 
deep reflexes were exaggerated throughout, with bilateral clonus. The Babinski 
sign was positive on the left. 

Sensation to touch was preserved. There was an absence of pain and thermic 
sensibility over practically the entire trunk and extremities excepting the left leg. 
The Romberg sign was negative. The Kahn test of blood and spinal fluid gave 
negative results. 
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DISCUSSION 

Dr. Frep D. WeErtpMAN: I think that these cases are rare, and I probably 
see less than any of you, but I think that there is no doubt about the neurologic 
diagnosis. From what I have been led to believe about this patient the tissue 
process was regressive, but some of the lesions on the forearm were proliferative. 
That recalls an observation that acid-fast bacilli have been found in the cord 
cavities in syringomyelia, suggesting lepra, and [ think that in view of the hook-up 
of the granulomatous lesions it might be well to see whether there are any acid- 
fast bacilli there. If successful, it would be a new observation. 

Dr. W. A. Pusey: I know of the ease of confusing syringomyelia with 
leprosy, because I know of an excellent neurologist who lectured about a case 
as syringomyelia which was really leprosy. It occurred to me that these lesions 
might be due to trauma in the anesthetic skin and might be granulomas due to 
chronic pus infection. 

Dr. O. H. Foerster: I saw a number of cases of syringomyelia in the 
Kraft-Ebing clinic thirty years ago in which traumatic lesions of the type shown 
were present. Not long ago I saw a patient who had toasted his feet by the 
fire, had fallen asleep and had awakened later to find that he had a severe burn 
on one foot without experiencing pain. The anesthesia was the clue which led 
to the diagnosis of leprosy. 


A Case FOR DrtaGNosis (LYMPHANGITIS, CHRONIC). Presented by Dr. S. W. 
BECKER (by invitation). 


A man, aged 57, a sewer inspector, had an eruption on both hands of twenty 
years’ duration. The primary lesions were vesicles, which first appeared on the 
fingers and spread to the palms. The dorsum of the hand and the wrist became 
erythematous and edematous. Repeated incisions had been made, but no pus was 
ever obtained. The axillary gland was palpable and tender, and the forearm 
was red in streaks. A diagnosis of lymphangitis was made. Aspiration of a lesion 
by a surgeon and culture of the material yielded Staphylococcus aureus. 

Vaccine therapy was accompanied by some improvement. Various forms of 
therapy had been tried, including roentgen, which was the only treatment pro- 
ductive of favorable results. A yeast was cultured from the vesicles on one 
occasion only. 

Physical examination revealed many badly infected teeth, which had been 
removed, and a few calculi of the bladder, which had also been removed. The 
blood pressure was 130 systolic and 90 diastolic, and the basal metabolic rate was 
normal. 

DISCUSSION 

Dr. H. R. Foerster: I should consider the probability of a chronic strepto- 
coccic lymphangitis due to an organism of low virulence. The patient stated that 
traumatism of the palms was associated with recurrence of the edema and inflam- 
mation, a fact suggesting a diagnosis of infection following trauma, and that the 
involvement of the hands was not simultaneous or symmetrical, a point against 
the diagnosis of a vasomotor disorder. 

Dr. E. A. Otrtver: I followed-up a case of this type for several years. 
It involved the right arm and hand of a girl, in whom the injury was due to an 
infection from pin pricks. The hand and forearm were the seat of a persistent 
solid edema. Considerable improvement was eventually obtained with an auto- 
genous vaccine together with hot baths. 

Dr. Davip LIEBERTHAL: I remember this patient very well. I saw him four 
or five years ago when he had a diffuse dermatitis of the hands. After about a 
week a cellulitis developed in one of them, and I sent him to a surgeon. Apparently, 
there was a streptococcic infection at that time. 
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Dr. S. W. BEcKER: The man is a sewer inspector and his hands have been 
covered constantly, but in spite of every precaution there are repeated outbreaks 
of the condition. 


UrtIcaRIA PIGMENTOSA. Presented by Dr. D. V. OmENs (by invitation). 


A Jewish child, aged 7, presented an eruption of indefinite duration. There 
was no subjective symptom. Excepting the face and hands, the body and the 
extremities were involved in a generalized, brown, macular eruption. The lesions 
varied in size and showed urtication on irritation. A biopsy showed mast cells. 


URTICARIA PIGMENTOSA. Presented by Dr. EuGENE P. LIEBERTHAL. 


A woman, aged 21, presented a generalized, small, brown, macular eruption 
that first made its appearance on the trunk seven years before presentation, with 
the advent of menstruation. The pigmented spots first attracted the patient's 
attention to the eruption, and since then it had increased markedly. When the 
patient was first seen on March 18, 1930, several small papules were discernible 
on the flexor surface of the left forearm. Itching occurred following bathing, 
but rarely at other times. The slightest friction caused the lesions to become 
red and swollen. The patient’s general condition had always been good. One 
year previously she had been treated for several months with ultraviolet therapy, 
without effect. 

DISCUSSION 

Dr. S. W. BEcKER: We have studied a case of urticaria pigmentosa in a 
child with the idea of ascertaining whether repeated urticarial lesions in the same 
place produced the hyperpigmentation, and we have been able to produce a wheal 
with histamine; although there is slight hyperpigmentation, the skin is again 
normal within a few days. Evidently, it is not the urticaria which produces the 
hyperpigmentation. 

Dr. D. V. Omens: The reason I presented my patient was because of the 
small size of the lesions. 

Dr. E. P. LiesertTHAL: I think that it might be interesting to try a supra- 
renal glandular extract intramuscularly. The fact that we find melanin in these 
cases indicates a glandular disturbance, perhaps a suprarenal deficiency. 

Dr. Davip LieBERTHAL: In urticaria pigmentosa many lesions are found 
that are nothing but macules, and there is an intense dermographism. It would 
be worth while for those who have time to devote it to the study of those cases, 
and I believe that something might be accomplished in ascertaining the cause. 

Dr. W. A. Pusey: I should not accept Dr. Becker’s interence as necessarily 
conclusive in demonstrating that the pigmentation is not due to the wheal. In 
the first place, assuming that he obtained twenty reactions with a wheal formation 
from the injection of histamine, who knows how many inflammatory reactions 
occur in the site of a wheal before there is any production of pigment in urticaria 
pigmentosa? Secondly, Dr. Becker’s urticarial wheal is produced by histamine, 
and we do not know what produces the lesions in the spontaneous cases. I think 
that one cannot say that the wheal does not produce the pigmentation. 


SCLERODERMA. Presented by Dr. D. V. OmeENs (by invitation). 


I. S., aged 33, Jewish, had lesions of six months’ duration. The condition 
was said to have started following sunburn at a bathing beach. The first lesion 
appeared on the right leg, and shortly afterward other patches were observed. 
There was no subjective symptom. 

Over the left shoulder, the abdomen and the extremities were infiltrated areas 
of various sizes, with pigmentation, depigmentation and atrophy of the skin. These 
lesions were hard, and they gave the impression that the tissues were bound down. 

The basal metabolic rate was +1. No biopsy had been secured. 
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ICHTHYOSIFORM ERYTHRODERMA. Presented by Dr. J. H. MitrcHett and 
Dr. RuBEN NOMLAND. 


A boy, aged 10, had had the condition presented since birth, and had been 
presented before the Society by Dr. Zeisler at the age of 18 months. The gen- 
eralized reddening and massive scaling had persisted, the child had never perspired 
and no form of treatment had proved of value. There was moderate itching. The 
condition was said to be slightly better during the summer months. 

The patient was moderately well nourished. There was general erythema and 
scaling of the skin over the entire body. Along the ulnar aspect of the arms, 
the knees and the axillary folds, the scales were exceptionally heavy, being almost 
| cm. thick in some areas. In the flexures there was moderate fissuring. The 
hair of the scalp was fairly normal, and the scalp showed no scaling. There 
was severe ectropion of beth lower eyelids. The teeth were notched, pegged and 
carious. The finger-nails and toe-nails were relatively normal. The palms and 
soles were hyperkeratotic, but to a relatively lesser degree than the rest of the body. 


DISCUSSION 





Dr. E. P. ZEIsLER: I saw the patient when he was 2 years of age. He 
then showed the condition that he shows now, without as much scaling or hyper- 
trophy. I made a gloomy prognosis at the time, and I thought that nothing 
could be done therapeutically. I was interested to see that the child is still alive. 

Dr. F. H. MitcHetri: I talked to the father of the patient, and he said that 
the child enjoys fairly good health, gets along nicely in school and is fairly good 
natured. Last week I saw a young man who has a marked erythroderma of 
this type who has never been sick and carries on his work without difficulty. 

Dr. RuBEN NOMLAND: We should like some suggestions for therapy. The 
father said that last year the child had a temperature of from 104 to 105 F. for 
about a week and that during that time the large hyperkeratotic scales almost 
disappeared. As soon as the fever was over the condition recurred. 














A CasE FoR DraGnosis (MULTIPLE, Cystic, SEBACEOUS NEW GROWTHS). 
Presented by Dr. RuBEN NOMLAND (by invitation). 


In a man, aged 47, nonsymptomatic lesions had developed on the face for 
eleven years. The eruption was limited to the face and consisted of several dozen 
lesions, the majority of which were located on the forehead and temples. The 
individual lesions varying in size from that of a pinhead to that of a small pea, 
were flat, yellowish, slightly elevated papules, many of them showing umbilication. 

Biopsy showed that the eruption was made up almost entirely of apparently 
normal sebaceous glands. There were a few small cysts, chiefly near the surface, 
filled with amorphous material and showing calcification at the center, as evidenced 
by the dark staining with hematoxylin. 


DISCUSSION 





Dr. W. A. Pusey: I have been calling the attention of _.y assistants to 
the little tumors of the sebaceous glands for many years. If one looks for them 
one will find them frequently in persons with coarse skin as they approach middle 
life or beyond. I have never before seen as abundant a crop of tumors as occurred 
in this case, but a few are not uncommon. I have always assumed that they were 
benign tumors of the sebaceous glands. So far as I know they are not described 
in any of the well known textbooks, but they should be. I have intended for 
twenty years to cut one of these lesions, study it and put it on record, but have 
waited for some young man who was more enthusiastic or active. I understand 
that they begin late in life and are a senile change, a senile sebaceous adenoma. 

Dr. OrtverR S. Ormssy: We have called these cases compound milia, but 
the name is a misnomer for they are tumors of the sebaceous glands. We never 
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had the opportunity to study our cases histologically, as they were seen only on 
the faces of private patients. 

Dr. F. E. S—ENeaR: Dr. Pusey called my attention to these growths, and | 
think that the situation is much the same as that which exists with Fordyce’s 
disease of the lip. It is merely an enlargement of a sebaceous gland and not a 
disease. 

Dr. S. W. BECKER: Histologically, these groups of sebaceous glands show 
the thickened, flattened, epithelial proliferations which one finds in adenoma 
sebaceum. They correspond to the Balzer type. 


ANGIOMA (PULSATING). Presented by Dr. E. P. LIEBERTHAL and Dr. E. P. 
ZEISLER. 


A boy, aged 18, presented an irregularly shaped patch of reddish discoloration, 
about the size of a quarter, on the right side of the neck. The color was apparently 
due to dilated capillaries, as most of it could be pressed out. Underneath the 
patch a tortuous, dilated blood vessel could be palpated, which pulsated strongly. 
This vessel caused the elevation of the patch above the surface. 

The patient stated that the discoloration and the pulsating vessel had been 
present since birth, but had become more elevated recently. Ten months before 
presentation, while he was rubbing his neck with a towel, the vessel ruptured 
and gave rise to a pulsating flow of blood which spurted beyond his shoulder. 
The hemorrhage was controlled by the application of clips and had not recurred. 


SYPHILIS, SECONDARY, LICHENOID. Presented by Dr. McGurre for Dr. E. A. 
OLIVER and Dr. CLARK W. FINNERUD. 


A white woman, aged 24, single, was admitted to Cook County Hospital on 
April 10, 1930, complaining of a generalized eruption of the skin of one month’s 
duration, accompanied by moderate itching. No history of a primary lesion was 
obtained. 

General physical examination gave essentially negative results. There was 
a generalized, dark red, papular eruption, most marked in the flexor surfaces 
of the arms. Many of the papules were polygonal and flat-topped, showing in 
a certain light the characteristic sheen of lichen planus. On the flexor surfaces 
of the forearms the papules were confluent and formed larger patches of lichenifica- 
tion. The blood count was essentially normal. The Wassermann reaction was 
4 plus. 

The patient was shown because, in their experience at Cook County Hospital, 
lichenoid secondary syphilis has been a rare manifestation of syphilis in the 
white race. 


Pityriasis LICHENOIDES CHRONICA. Presented by Dr. CLARK W. FINNERUD. 


An Italian woman, aged 40, had an eruption that had been present for about 
one year and was accompanied by no subjective symptom. It was said to have 
started on the abdomen and remained limited to that region for about one month 
before becoming generalized. 

Inspection revealed a generalized, lichenoid, brownish-red, papular eruption on 
the trunk and extremities, accompanied by some scaling. 

Biopsy showed slight parakeratosis and slight perivascular cellular infiltration. 


HopGKIN’s DISEASE OF THE SKIN. Presented by Dr. F. E. SENEAR and Dr. 

Max WIEN. 

In M. T., a man, aged 31, a lump developed on the right ear in August, 1925. 
The lump was punctured and a watery fluid drained; it subsequently became 
infected and discharged pus but finally improved on the removal of two pieces 
of cartilage a few months later. In August, 1927, he noted some lumps in his 
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neck and behind the ears and went to a hospital where a gland was removed and 
he was told that he had Hodgkin’s disease. This diagnosis was subsequently 
confirmed at another clinic in December, where he received roentgen treatments 
on his chest and back. He improved as far as glandular enlargement was con- 
cerned, but at this time began to notice marked general weakness, that had 
increased progressively since then. The skin first became pruritic in 1926, at 
which time the patient also noted large blackheads and boils on his neck. The 
itching had become progressively worse until at the time of presentation it was 
almost uncontrollable and kept the patient awake at night. The itching became 
particularly acute two years prior to presentation, at which time he noted the 
development of a general eruption of red, crusted and scaling pimples that healed, 
leaving brown spots and scars where they had been scratched. He also noted 
the development of a warty eruption on the feet, about the ankles and on the soles 
which appeared after he received injections of sodium cacodylate. 

The patient was first seen at the clinic in March, 1929, when he presented 
axillary, cervical and inguinal adenopathy of a small discrete type, with a large 
spleen. The skin presented practically the same picture as at the time of presenta- 
tion. There were numerous scattered scars that ranged in size from that of a 
pinhead to that of a pea and pigmented spots on the upper part of the trunk and 
extremities, with occasional indurated, scaling papules the size of a split pea. The 
anterior side of the chest showed greater involvement than the posterior side. The 
legs presented similar atrophic and pigmented spots, and the dorsa of both feet, 
extending up to the ankles, presented plaque-like, lichenified and verrucous infiltra- 
tion with thickening of the soles and a few scattered verrucae. 

Examination of the blood revealed: from 40 to 50 per cent hemoglobin, 3,270,000 
red cells, 15,150 white cells, 67 per cent polymorphonuclears, 26 per cent lympho- 
cytes and 7 per cent transitionals. Roentgenograms of the chest were negative. 
An excised axillary gland revealed the histologic picture of Hodgkin's disease. 
Histologic examination of a verrucous lesion from the foot showed the changes 
associated with the picture of verruca vulgaris. Histologic examination of a 
papule removed from the left side of the chest anteriorly revealed a thin scale, 
parakeratotic in areas, the epidermis being moderately thickened, with broadening 
of the rete pegs and in some parts clubbing and fusion. The blood vessels in 
the corium were moderately dilated and surrounded by a small zone of infiltration 
consisting principally of large pole macrophages with a few lymphocytes, poly- 
morphonuclears and eosinophils. Deeper in the corium were large masses of 
infiltration in the center of which were many polymorphonuclears surrounded by 
a zone of macrophages. Some of these areas showed in addition central necrosis. 
In some of these deep areas could be found a few large multinucleated (Dorothy 
Reed) cells and a few large mononuclear cells with a large dark nucleus. 


DISCUSSION 


Dr. FrEp D. WEIDMAN: Except for the pruritus this case impressed me 
more as a tuberculid. The sections were not at all satisfactory in my rather hurried 
study of Hodgkin’s disease. The tissue looks as if it might have been permitted 
to dry before being submitted to the pathologist. I think that the strongest 
argument in favor of a diagnosis of Hodgkin’s disease is the clinical history of 
pruritus. 

Dr. Upo J. Wire: I think that it is worth emphasizing again the point 
discussed at the February meeting of the Society when we had the patient who 
presented Hodgkin’s disease, with lesions of the so-called nonspecific type. It 
has been emphasized that the lesions are not nonessential, prurigo-like lesions. 
The case demonstrated was of the so-called nondescript type which, however, 
under the microscope showed the characteristic changes of Hodgkin’s disease. Since 
that time we have had the opportunity of examining specimens from another case 
in which the patient had nondescript lesions absolutely characteristic of Hodgkin's 
disease from the pathologic standpoint. I think we might modify our previous 
opinion concerning the nature of these so-called nonessential pruriginous dermatoses 
associated with Hodgkin's disease. 
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Dr. CLARK W. FINNERUD: I saw a section from the skin and was not able 
to make out any Dorothy Reed cells, but I did not have an opportunity to study 
the section from the lymph gland. 

Dr. F. E. SENEAR: I did not see the sections shown today, but those at the 
university showed a number of Dorothy Reed cells in the skin. I have not seen 
the sections of the gland. The patient was in the medical service for some time 
before he came to the clinic, and the case was accepted there as one of Hodgkin’s 
disease. 


PEMPHIGUS FoLiaceus. Presented by Dr. E. P. ZEISLER. 


J. V., aged 20, entered Cook County Hospital on Jan. 3, 1930, with an eruption 
of the skin of one year’s duration. Starting as a redness of the chest, it was 
followed by the formation of small blisters, discharge of pus and later the formation 
of scabs. Two months before presentation the eruption spread to the arms, legs 
and trunk with the formation of many more blisters that underwent similar changes. 

Examination revealed a generalized desquamating eruption with a few ruptured 
blebs, and considerable crusting. The patient was exceedingly toxic and had a 
septic fever. There was marked conjunctivitis. Nikolsky’s sign was positive. 

Treatment consisted of a combination of iron arsenite and a blood coagulant, 
with the later substitution of thromboplastin for the latter; tepid baths, solution of 
potassium arsenite, bismuth cream locally and 1 Gm. of tryparsamide each week 
for the past ten weeks. 

On February 13, the fever began to recede, and gradual improvement had 
since been noted. Occasional new blebs were seen and a slight elevation of tempera- 
ture was sometimes noted, but the patient was ambulatory and showed marked 
improvement since his entrance to the hospital. 


A CASE For DtaGNosis (PIGMENTATION). Presented by Dr. E. A. OLIVER and 
Dr. CLARK W. FINNERUD. 


A colored boy, aged 6, had a generalized macular hyperpigmentation of six 
weeks’ duration. It was first noted by the mother about three weeks after the 
patient had recovered from scarlet fever and shortly before whooping cough 
developed. The lesions were without subjective symptoms and existed as several 
dozen, dark brown to bluish-black macules the size of a finger-nail. There were 
no other noteworthy observations. 


DISCUSSION 

Dr. S. W. Becker: I think that from the history one may assume that 
the pigmentation followed the generalized inflammatory disease which the boy 
had on entering the hospital. In some cases this may persist for years. 

Dr. M. H. Expert: I was interested in this case because it reminds me of 
one in a patient whom Dr. Finnerud has shown on two occasions. That patient 
is a child who gives a history of having an exanthematous eruption on the skin 
followed by macular pigmentation similar to that in the case shown today, and 
which has persisted for several years. I. think that the pigmentation followed 
the inflammatory lesions in the corium and for some reason has not been 
carried away. 

Dr. Kart Zwick: It might be of interest to investigate, by exposing the 
patient to ultraviolet irradiation and perhaps with dioxyphenylalanine (“dopa”), 
whether the vitiliginous areas have lost their chromogenic faculty (absence of 
propigment, of dopa-oxydase). 

Dr. W. A. Pusey: I could not make a diagnosis of this case except that of 
a residual pigmentation of an inflammatory eruption in a child with a markedly 
pigmented skin. I have not had any service in contagious diseases for a long 
time and should like te know how often this condition is seen in Negroes following 
scarlet fever. 
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Lupus ERYTHEMATOSUS. Presented by Dr. H. T. PHILLIPs. 





A woman, aged 40, presented slightly raised, pinkish, dry, circumscribed, 
slightly scaly patches from 1 to 3.5 cm. in diameter on the malar areas and the 
right side of the upper lip. Areas of superficial erosion were present on the roof 
of the mouth and the mucous membranes of both cheeks. 

The eruption commenced in February, 1930, on the right cheek, and by 
March 24 had involved the present extensive area. Slight itching was the only 
subjective symptom. 

Two abscessed teeth were extracted on April 1, 1930. The patient had com- 
plained of swelling in the joints of the hands and the feet for three days before 
The Wassermann reaction was negative. 













presentation. 








DISCUSSION 








Dr. FRED AMSHELL: I agree with the diagnosis, but six weeks seems a 
short time for the development of such an extensive involvement. 







Dr. STANLEY CRAWFORD: This case is an excellent example of the rare ge 
lupus erythematosus of the mucosa. oad 
Dr. H. G. WeRTHEIMER: Because of the painful joints I would be careful ; 


with this patient and put her to bed for fear of an acute disseminated outbreak. 

Dr. H. T. Puittips: Would you give a gold compound in an ascending 
dosage ? 

Dr. L. G. BEINHAUER: I recently treated a patient with a similar case with 
gold sodium thiosulphate after two infected teeth had been extracted and had a 
fine result. 

Dr. STANLEY CRAWFORD: I should surely use a gold compound, but only 
in doses of 5 or 10 mg. 













SYPHILIS RESISTANT TO TREATMENT. Presented by Dr. LEsTER HOLLANDER. 






A man, aged 24, was presented because of a symmetrical, circinate, psoriasiform 
eruption with pigmentation affecting the arms and legs, and a bullous eruption 
affecting the mouth. Two and a half months before presentation a chancre 
developed which was treated within a week with neoarsphenamine and mercury. v 
In spite of six injections, averaging 4%4 dg. of neoarsphenamine weekly, the 
lesions continued to develop and the patient’s condition became progressively worse. 

One injection of 0.4 Gm. of arsphenamine stopped the progress of the disease, 
and the patient was a great deal better. 

A similar case had been presented two months before by Dr. Guy; this case 
was shown to emphasize the choice for arsenical treatment. 












DISCUSSION 


Dr. W. H. Guy: The lesions on the body suggest psoriasis, but with split 
papules at the angles of the mouth, a history of chancre and a positive Wassermann 
reaction, a diagnosis of syphilis is established. I feel that in a person of the 
build of this patient, when reliance is placed on neoarsphenamine, larger and more 
frequent dosage might prevent the development of the eruptive phenomena. 

Dr. STANLEY CRAWFORD: I consider the eruption typical of erythema multi- 
forme, the lesions being erythematous macules, some of which are vesicular; others 
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have an arciform outline. The lesions are chiefly limited to the extremities. The 
treatment may have precipitated the eruption, which I consider of toxic origin. 


A CAsE FoR D1acGnosis. Presented by Dr. H. T. PHIL.Ips. 


A railroad brakeman presented raised grouped papules forming plaques averag- 
ing 1 cm. in diameter with slightly glistening surfaces on the left bearded region, 
the edge of the nose, under the left ear and at the right inner canthus. 

The onset was in October, 1928, with small lesions occurring at the left outer 
canthus and the side of the nose, which entirely disappeared after six weeks. 
The condition recurred in May, 1929, and lasted two months with involvement of 
a more extensive area; it recurred five months later and again disappeared entirely 
without scarring or telangiectasis. This attack (the fourth) was the most severe. 
There were no subjective symptoms and no bleeding or scaling. There was no 
history of drugs being taken or of external irritants. The Wassermann test and 
urinalysis gave negative results. 

DISCUSSION 

Dr. W. H. Guy: I favor, but am not entirely satisfied to offer, a diagnosis 
of lupus erythematosus; the entire clearing and recurrence without atrophy com- 
plicates the picture. A papular dermatitis should also be considered. Perhaps 
in his work as a railroad man the patient is repeatedly coming in contact with 
some minor irritant. 

Dr. EMERSON GILLESPIE: I believe that this is a case of lupus erythematosus. 
[ have a similar case which was aggravated by the sun and wind. My patient 
has steadily improved and the condition has almost disappeared after seven injec- 
tions of gold sodium thiosuiphate. 

Dr. STANLEY CRAWFORD: I think that the discrete, puffy, red lesions on the 
left cheek are suggestive of the erythematous type of lupus erythematosus. The 
patient’s occupation as an engine fireman may expose the left cheek to actinic rays 
so that the eruption may really be due to this cause. I should advise him to avoid 
exposure to the sun. 


EpITHELIOMA. Presented by Dr. H. G. WERTHEIMER. 


A woman, aged 41, presented a well demarcated, irregularly shaped, brownish- 
red lesion on the right lower quadrant of the abdomen. The border was hard 
and rolled; in the center were seen small papules. The lesion had been present 
for about eight years and was slowly increasing in size. There had never been 
pain or other local disturbances. 

DISCUSSION 

Dr. STANLEY CRAWFORD: I think that this is a basal cell carcinoma of 
unusual type, frequently classed as Paget’s disease. 

Dr. H. T. Puittips: I recently had a similar case with thirty lesions; all 
cleared up by means of desiccation or the roentgen rays. 


A Case For DraGnostis. Presented by Dr. G. J. Busman. 


A colored man, aged 25, was first seen on April 8, 1930, when he presented 
a bizarre eruption over the entire trunk and the extremities. The eruption was 
of two distinct types, large confluent plaques of slightly infiltrated, scaly char- 
acter, which were chiefly confined to the extensor surfaces of the extremities and 
were almost solid from the knees down, and variously sized macular, circular, 
distinctly hyperpigmented lesions without signs of inflammation, which covered 
the cheeks, trunk and flexures of the arms. The palms and the soles were free. 
The throat was uniformly injected and covered by a grayish pellicle. The tempera- 
ture was 101 F., and the patient appeared quite ill. While in the hospital he was 
given salicylates and sodium citrate with pfompt improvement of the subjective 
symptoms, but there was no change in the objective symptoms. Analyses of the 
blood and urine gave negative results. The Wassermann reaction of the blood 
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was anticomplementary; the Kahn reaction was 4 plus. The patient was given 
an initial injection of 0.45 Gm. of neoarsphenamine on April 14, but there was 
no noticeable change in the lesions of the skin. 


DISCUSSION 
Dr. STANLEY CRAWFORD: I consider this as a typical case of erythema 
multiforme, which is possibly due to the resolution which had occurred leaving 
many discrete and confluent islands of superficial pigmentation over the trunk and 
extremities. I suggest that an exhaustive search for tuberculosis be made. 





May 15, 1930 


GENERALIZED SCLERODERMA. Presented by Dr. LEsTER HOLLANDER. 


A married woman, aged 37, presented a symmetrical atrophy which affected the 
upper extremities from the tip of the fingers to the elbow, the face and the feet. 
The skin of the face was tightly drawn over the malar prominences, eliminating 
the fissures, giving the patient the set expression of rameses facies. The hands 
showed marked bony absorption, thickening, inelasticity and ankylosis of the left 
wrist. The buccal mucosa showed atrophic glossitis. The hard palate was shiny 
and atrophic. The Wassermann reaction of the blood and the laboratory observa- 
tions were essentially negative. 

DISCUSSION 

Dr. G. J. BusMAN: This is a most unusual case; the lardaceous infiltration 
is not marked in contrast to the severe bony changes. I have seen cases of facial 
hemiatrophy but in these cases we do not see such destruction of the hands. The 
enlarged ulnar nerve and atrophy of the tongue should make one suspect leprosy. 

Dr. H. T. Puriiips: The rapid loss of the fingers and the enlarged ulnar 
nerve make one think of ulcerative leprosy, but the other cutaneous changes make 
the diagnosis of scleroderma the most tenable. 

Dr. LESTER HOLLANDER: The question of diagnosis lies between scleroderma, 
leprosy and some unexplained infectious process which is capable of producing 
atrophy of the skin, resorption of bone and ankylosis, partial and complete. One 
cannot disregard the clawlike hands and the enlarged ulnar nerve present on the 
left side. We have been studying the excretions of the nose for Hansen bacillus 
and will make a section of the ulnar nerve and the skin. 


PAPULONECROTIC TUBERCULID. Presented by Dr. G. J. BusMAN and Dr. A. R. 
W ooDBURNE. 


A girl, aged 19, presented a papular eruption confined to the extremities, 
largely on the extensor surfaces, with many lesions over the dorsa of the hands 
and a few on the palmar surfaces. The earlier lesions were small, dully inflamma- 
tory papules the size of a pinhead, with fine peripheral scaling. There was a 
narrow band of erythema around each papule. The older lesions were somewhat 
larger and showed a central necrotic plug. In some lesions this plug had come 
away leaving a rather deep punched out central pit. Some of the lesions showed 
a small apical vesicle or vesicopustule. There were a few deep-seated bullou 
lesions on the interdigital surfaces. Between the active lesions many atrophic 
scars the size of a pea with slight peripheral hyperpigmentation were seen. 

The eruption appeared first at the age of 7 years, and had recurred every 
winter since that time. It was always better during the summer. In the fall 
of 1929, the patient had her tonsils removed and the eruption did not recur until 
one month before presentation. 

The father had died of tuberculosis at the age of 40. The Wassermann and 
Kahn reactions of the blood were negative. 
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DISCUSSION 
Dr. LesteER HOLLANDER: I agree with the diagnosis. The interesting thing 
is the presence of hyperhidrosis and deep vesicular lesions. I should like to ask 
Dr. Woodburne to study the gastro-intestinal tract. 
Dr. H. T. Puriiips: I agree with the diagnosis. The interesting point in 
this case is the seasonal variation of the eruption. 


» 


Lupus VuLcaris. Presented by Dr. B. A. GoLpMAN. 


A colored boy, aged 12, presented circumscribed, ulcerative lesions on the 
cheeks and on the tip of the nose. The lesions on the cheeks were round and 
elevated; the center was ulcerative and covered with a slight scale. The lesion 
on the nose was scaling and had left an atrophic scar where it was healed. This 
process had been going on for two years. A biopsy had been made. The 
Wassermann reaction was negative. 


DISCUSSION 


Dr. G. J. BusMan: The lesion in the left ear makes one suspect lupus 
erythematosus, but the biopsy is needed for a definite decision. 

Dr. LeEsteER HOLLANDER: I think that this is a case of lupus vulgaris. | 
have seen many more cases of tuberculosis of the skin lately than I had in former 
years. 

Dr. H. T. Puiturps: I think that this condition would do much better with 
the use of desiccation or complete excision; I certainly would not advise the use 
of ultraviolet rays. 

Dr. B. A. GotpMaAN: I believe that the lesion on the nose resembles lupus 
erythematosus, but the deep ulcerations on the cheeks are definitely those of lupus 
vulgaris. I should advocate desiccation beginning in the healthy tissue and working 
toward the center. 


Lupus PERNIO (?). Presented by Dr. H. G. WERTHEIMER. 


A boy, aged 19, presented a marked swelling of the anterior cervical and 
submental glands. On the rim of the right car, and to a lesser extent on the left, 
were many fine pinlike scars with atrophy. There were a few small whitish 
nodules on the right ear. On all the fingers, chiefly on the palmar aspects, were 
pustules, varying in size from that of a pinpoint to that of a large pea, with central 
necrosis, and many cicatrices from previous lesions. There were no subjective 
symptoms. The left cervical glands had been excised in 1926. The laboratory 
report was caseous, tuberculous, cervical lymphogranulomatosis. 


DISCUSSION 


Dr. FRED AMSHELL: This patient has improved considerably under treatment 
with a mild ointment. The whole picture is that of a generalized tuberculosis, 
and the lesions on the hands and forearms are probably those of a papulonecrotic 
tuberculid. 

Dr. W. H. Guy: I should like to have a review of the section, also a new 
section of a gland and a complete study of the blood made. The diagnosis of 
tuberculosis cannot be successfully combated at present, but on account of the 
glands not being matted together and never breaking down I would at least think 
of Hodgkin's disease or leukemia. 

Dr. LEsTER HOLLANDER: I think that the patient is suffering from tuberculous 
involvement of the tonsils and cervical glands and a papulonecrotic tuberculid. 
If any glands are to be removed I suggest that the teeth and tonsils be previously 
attended to. 

Dr. G. J. Busman: I agree that this is a case of tuberculid, but because of 
the multiplicity of the lesions on the fingers I would call it folliclis. Possibly 
the condition on the ears is acnitis or lupus pernio. 
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DISSEMINATED Lupus ERYTHEMATOSUS. Presented by Dr. H. T. PHILLIps and 
Dr. W. J. MorcInson. 


A. H., aged 52, a housewife, in March, 1930, noticed several rounded, circum- 
scribed, reddish spots over the deltoid insertion of the left arm and the left malar 
region. These quickly became slightly elevated and spread peripherally, producing 
a ring-shaped appearance. Despite the application of various ‘salves and solution 
of potassium arsenite, the lesions gradually spread, and by May they involved the 
face, chest, shoulders and the deltoid regions of both arms. An application of 
ultraviolet light produced a marked increased severity in all areas. There were 
no appreciable subjective symptoms except some itching. 

On August 15, when first seen, the patient presented slightly raised, dull red, 
sharply marginated, dry plaques covered by grayish-yellow scales extending over 
the forehead, nose, malar prominences, the sides of the neck, the chest, the tops 
of the breasts and the midscapular region. Six injections of gold sodium thio- 
sulphate, 10, 20, 30, 50, 50 and 50, mg., produced a marked improvement, all 
of the areas giving an appearance of gradually fading. 


DISCUSSION 
Dr. A. R. WoopsurRneE: Is this condition the discoid rather than the dis- 
seminated type of lupus erythematosus? 
Dr. G. J. Busman: The condition is a toxic dermatitis rather than the dis- 
seminated type of lupus erythematosus. 
Dr. LEsTER HOLLANDER: I agree with Dr. Busman. This patient will not 
die from the disseminated type of lupus erythematosus. 


Dr. STANLEY CRAWFORD: A guarded prognosis should be given in this case, 
although I cannot subscribe to the diagnosis of lupus erythematosus. I should like 
to suggest that the gold compound be discontinued and only sodium thiosulphate 


be given. 

Dr. H. T. Puriuips: I am delighted with Dr. Hollander’s optimism concerning 
the life of my patient. This condition undoubtedly belongs in the toxic group. 
It is the chronic rather than the acute type of lupus erythematosus. 


ERYTHEMA SOLARE WITH LENTIGO. Presented by Dr. H. G. WERTHEIMER. 


T. F., a man, aged 43, was first seen on Aug. 19, 1928, with leukoplakia of 
the lower lip and inside of the left cheek. When seen again on July 28, 1930, 
he had dark pigmented areas on the face and arms. He had cut grass in a cemetery 
and was exposed to the sun on two successive days. The following day he noticed 
that his face was red, edematous and pruritic. After a few days, dark brown 
freckle-like macules appeared on the face and hands. He had not been exposed 
to the sun again, but the pigmented areas became darker and more numerous and 
some coalesced to form large, irregular areas. This was particularly noticed on 
the back of the neck within the line of the hair. The patient had several pigmented 
areas on the shaft of the penis. He said that every time he was out in the sun 
for any length of time his face became red and new pigmented macules appeared. 
rhe lesions have become lighter since the patient was first seen. 


DISCUSSION 
Dr. STANLEY CRAWFORD: The marked depigmentation of his hands and face 
with rounded islands of brownish pigment on the cheeks and at the wrists is sug- 
gestive of vitiliginous depigmentation with a centrifugal tendency forming pigment 
macules. The whiteness of the exposed skin is marked. 
Dr. Lester HOLLANDER: I suggest a diagnosis of Berlocque dermatitis. 
wonder if a vegetable dermatitis precipitated the pigmentation. 
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Dr. H. G. WERTHEIMER: Since this patient has not been exposed to th« 
sunlight, the original, deep brown lesions are paler. I feel that Berlocque dermatitis 
as a diagnosis is untenable. 


Mycosis Funcorpes: Two Cases. Presented by Dr. H. G. WERTHEIMER. 


CasE 1.—B. S., a Negress, aged 33, was first seen on July 15, 1930, with 
various sized and shaped, discolored and pigmented areas over the entire body 
and the face. On the trunk were pinkish-red, slightly elevated patches with 
urticarial-like borders. Some of these lesions were oval and from 2 to 5 cm. in 
diameter. There were areas of clear skin between the lesions. The pruritus was 
severe, as evidenced by excoriations. The eruption was present for nine months 
with little or no change in its appearance. The Wassermann reaction of the blood 
was negative on two occasions. Examination of the blood showed: red cells, 
4,280,000; white cells, 6,800; polymorphonuclears, 50 per cent; lymphocytes, 40.5 
per cent; large mononuclears, 7.5 per cent; hemoglobin, 85 per cent; eosinophils, 
2 per cent. 

A biopsy was made by Dr. Satenstein. No definite diagnosis was made. Only 
calamine lotion was applied. Two fractional doses of roentgen rays were applied 
to the trunk with considerable relief from itching and some improvement in 
the eruption. 

Case 2.—A. C. F., a man, aged 59, was first seen on Sept. 12, 1930, with solid, 
plaque-like lesions, varying in size from that of a pea to that of a silver dollar 
and larger, with a keloidal-like border, distributed over the body, chiefly over the 
lower extremities. Some of the lesions resembled mushrooms and_button-like 
growths and had yellowish-brown, semisolid, crusted tops. When squeezed, pus 
exuded from a few. On the entire body were erythematous areas, evidently the 


remains of lesions described. 

The patient was seen by Dr. Ketron at John Hopkins Hospital and, according 
to the patient, a clinical diagnosis of mycosis fungoides was made. Four or five 
biopsies were taken, but no definite diagnosis was made from them. All Wasser- 


mann tests taken there gave negative reactions. He was treated by unfiltered 
roentgen rays varying from 4% to 1% skin units, with disappearance of the lesions. 
Urinalysis gave a negative reaction for bromides, iodides and sugar. Microscopic 
examination of the pus did not help to establish a diagnosis, and there was no 
growth in the culture after seventy-two hours. There had never been any pruritus. 


DISCUSSION 

Dr. B. A. GotpMAN: From the general appearance of the first patient with 
atrophy over the eyebrow and with areas of anesthesia over the back, I thought 
of Hansen's disease. 

Dr. Frep AMSHELL: When the second patient was first seen, leprosy was 
considered, but there was no loss of hair from the eyebrows, nor thickening of 
the ulnar nerves and there were no areas of anesthesia. The quick relief from 
symptoms and clearing of the lesions are suggestive of mycosis fungoides. 

Dr. STANLEY CRAWFORD: In the first patient anesthesia was found in the 
lesions; they suggest lepra clinically. Has a search for the lepra bacillus been 
made ? 

Dr. EMERSON GILLESPIE: I never saw a leper who complained of itching. 
The roentgen rays would not cause improvement in cases of leprosy, but they 
would in cases of mycosis fungoides. I agree with both diagnoses. 

Dr. H. G. WERTHEIMER: I should rule out leprosy in the first patient because 
of the intense itching and the improvement obtained with the roentgen rays. | 
think that the second patient shows a fairly typical case of mycosis fungoides. 


DERMATITIS HERPETIFORMIS OR ERYTHEMA MULTIFORME BULLosuM. Presented 
by Dr. LESTER HOLLANDER. 
Mrs. B. B., aged 48, colored, presented a generalized eruption. The primary 
lesion was a small bulla arising from an erythematous base. The lesions were 
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scattered over the entire body and appeared in clustered form. Healing of the 
lesions was associated with marked pigmentation and thin scarring. This con- 
dition, which left the face, the mucous membranes, the hands and the soles entirely 
free, had been present for seven months. When the patient was first seen, the 
bullae were large and differential diagnosis between erythema multiforme bullosum 
aid pemphigus was considered. 

After the removal of infected tonsils, the patient became decidedly better. Later 
she became worse, and at the time of presentation her teeth were being removed 
one by one because they were infected. A blood sample was sent to Dr. Pels of 
Baltimore for a phytopharmocologic test for pemphigus. However, the reaction 
was negative for that disease. The laboratory examinations gave essentially 
negative results. 

DISCUSSION 

Dr. H. T. Puitvtips: This patient wears her sleeves down to the wrists and 
does not show any lesions on the exposed parts, i. e., the hands, face and neck. 
Therefore, sunlight might be considered as a treatment. 

Dr. G. J. BusmMan: This is the type of case that at one time looks like 
pemphigus, then like dermatitis herpetiformis and at other times like erythema 
multiforme. The vesicopustules are superficial and rupture easily. There is.no 
itching, although the patient has a marked dermographia. 

Dr. L. G. BEINHAUER: This patient reminded me of two whom I have 
observed for the past two years for whose condition no definite diagnosis could be 
made. The lesions varied at intervals, and the diagnosis of erythema multiforme 
was offered. In due course, moisture was noted below the lesions and new lesions 
appeared on the mucous membranes and conjunctiva. I should place this case 
in the group of pemphigus. 

Dr. STANLEY CRAWFORD: The case is more suggestive of pemphigus of a 
small phlyctenular type. I should watch for the development of small lesions 
in the pharynx and on the conjunctiva. 

Dr. LESTER HOLLANDER: I cannot make a definite diagnosis. The inflam- 


matory areola about the lesions is suggestive of erythema multiforme bullosum. 
The feel of the skin as it rolls off the examining finger suggests a positive Nikolsky 
sign; the grouping of the lesions, the fine scarring and the pigmentation would 
suggest dermatitis herpetiformis. However, the lack of itching should be considered. 


CARCINOMA OF THE LEFT OrsBit witH MerasTAsis. Presented by Dr. LESTER 
HOLLANDER. 


\. C., a man, aged 52, an American, presented a mass which protruded like an 
egg from the left orbit and extended to the junction of the upper and middle third 
of the forehead. The mass was hard and the skin over it was reddened. At the 
inner canthus there was an ulceration, the base of which was covered with pus. 
The borders were neoplastic and hard. This condition began two years before 
presentation with a small lesion at the inner canthus of the left eye, because of 
which the eye was removed. The patient was then treated with the roentgen rays. 
On the same side, at the angle of the jaw, there was a mass extending upward 
and firmly fixed to the bone. 

The patient was presented to emphasize the fact that carcinomas of the eyelid 
are frequently radio-resistant. 

DISCUSSION 

Dr. STANLEY CRAWFORD: The large, firm, rounded masses over the left 
eyebrow and the left angle of the jaw are suggestive of sarcoma, probably originat- 
ing in the bone. I think that this case may be a unique combination of carcinoma 
and sarcoma. 

Dr. H. T. Puitiips: I can see no reason for two diagnoses, as I believe 
that it is a case of prickle cell carcinoma with metastasis. 
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DERMATITIS HERPETIFORMIS WITH ASSOCIATED ARSENICAL HYPERPIGMENTA- 
TION AND HYPERKERATOSIS. Presented by Dr. L. L. Schwartz, Dr. G. ] 
3USMAN and Dr. A. R. WoopBuRNE. 


W. E., a man, aged 40, presented a grouped, symmetrical, herpetic eruption, 
the groups being largely situated over the shoulders, buttocks and extensor surfaces 
of the arms and legs. There was marked evidence of scratching. In the same 
areas there were many small atrophic scars with hyperpigmented borders. 

The skin of the entire body was slightly thickened and showed the typical 
“raindrop” hyperpigmentation seen in long-standing arsenical poisoning. There 
were many hyperkeratotic papules about the size of a dime over the palms and 
the soles. The patient gave a history of having had the itchy eruption for four 
years beiore presentation, and he had been treated with a solution of potassium 
arsenite for many months. Toward the end of this time the skin developed extreme 
redness and became very tender over the entire body. He had associated abdominal 
cramps and bloody diarrhea which lasted for several weeks and confined him to 
bed for part of this time. Since then the skin had remained dark. 


LEUKOPLAKIA BuccaLis. Presented by Dr. LESTER HOLLANDER. 


W. B., a man, aged 62, presented a white, hypertrophic plaque involving the 
right side of the buccal mucous membrane and the adjoining gingival area of the 
upper and the lower jaw. It extended from the angle of the mouth to the angle 
of the jaw. On first examination, a number of jagged teeth were found in this 
location. 

DISCUSSION 


Dr. STANLEY CRAWFORD: Has he syphilis? 


Dr. H. T. Puitviips: In these cases there is always the question of radical 
treatment. 

Dr. Frep M. Jacos: Extensive cases such as this present a difficult thera- 
peutic problem. Less extensive cases respond to the beta rays of radium, but in 


the more extensive ones there is danger of starting a malignant condition. 

Dr. LestER HOLLANDER: I should like to answer Dr. Crawford’s question 
by saying that serologically the patient does not have syphilis. Treatment has 
been instituted, and all of the teeth have been removed because they were rough 
and sharp. The beta rays of radium had no effect on the lesion. I am going 
to leave it alone. If there is the slightest ulceration, I shall use the actual 
cautery. 


A Case For D1aGnosis. Presented by Dr. W. H. Guy and Dr. F. M. Jacos 


An auto mechanic, aged 43, presented an eruption involving the hands, the scalp, 
the axillae and the feet of six years’ duration. On the palms and the soles the 
skin was thickened and leathery with punctate exaggeration or scaling areas. On 
the other areas, there was an indolent, glazed, red, sharply marginated dermatitis 
covered by a tenacious scale. Itching was annoying during the summer of 1930. 
The Wassermann and therapeutic tests gave negative results. Roentgen rays and 
Whitfield’s ointment brought slight improvement. Two injections of a gold com- 
pound had no effect. 

DISCUSSION 

Dr. G. J. Busman: I am convinced that this is a case of psoriasis. In two 
patients with similar cases whom I have treated the conditions have cleared up 
with an alkaline diet and the administration by mouth of enteric, coated tablets 
(0.5 Gm.) of sodium thiosulphate. 

Dr. LEstER HOLLANDER: I think of this condition as psoriasiform dermatitis, 
but I cannot agree with the diagnosis of psoriasis. I should be cautious of a 
drastic diet as such patierits are not really sick. 
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Dr. F. M. Jacos: The location of these lesions is not suggestive of psoriasis, 
but it would not eliminate that diagnosis. The tightly adherent scales, the follicular 
plugs and the suggestion of atrophy made us consider the diagnosis of lupus 
erythematosus. Three doses of roentgen rays, 44 unit each, had little or no effect. 


PHENOLPHTHALEIN Eruption (?). Presented by Dr. L. L. Schwartz, Dr. 
G. J. BusmMaANn and Dr. A. R. WoopBurRNeE. 


A. M., a woman, aged 28, unmarried, presented a fixed eruption consisting of 
seven lesions, one on each side of the neck, one on the chest and one or two on 
each arm and leg. Each was from about 2 to about 10 cm. in diameter. There 
was a slight infiltration, with paling of the color, in the center of the lesions 
There was no evidence of vesiculation, papules or scaling. No other embolic 
phenomena were noted. 

The patient said that the onset of the eruption, resembling a burn, had been 
eight months before presentation. This subsided, leaving a violaceous area, 
although it was not quite so red as at the time of presentation. Since the onset 
she had had two similar acute reactions in the same areas. She has taken Exlax 
on various occasions, but no relationship between the acute outbreaks and the 
taking of Exlax could be established. 

When a child the patient had had pneumonia, peritonitis and prolonged attacks 
of chorea. The physical examination gave essentially negative observations except 
for a marked to and fro murmur over the apex and the mitral area. The teeth 
showed some peridental infection which in spots had a peculiar bluish color. (A 
microscopic section of the skin of the patient was shown.) 


DISCUSSION 


Dr. LESTER HOLLANDER: I should advise giving phenolphthalein to see it 
the eruption could be increased 


DruGc Eruption (IoprpE?). Presented by Dr. STANLEY CRAWFORD. 


M. R., a colored girl, aged 16 months, had scattered violaceous red lesions on 
the trunk, arms and buttocks which became slightly crusted and persisted several 
weeks, leaving deep, pigmented pseudoscars. The child had been taking medicine 
for the condition of the blood for three months. 


DISCUSSION 
Dr. H. T. Puitiips: I believe that this is a case of bromoderma. 
resultant scarring on involution of the lesions helps to confirm that diagnosis. 
Dr. LESTER HOLLANDER: In addition to Dr. Crawford’s diagnosis, I 
like to add the diagnosis of papulonecrotic tuberculid. The type of scars, 
pigmentation and the one new lesion showing a central umbilication sugge 
Dr. STANLEY CRAWFORD: I am not certain whether the drug was an 
or a bromide. 
A Case For DraGnosis. Presented by Dr. F. M. Jacos and Dr. W. H. Gu 


‘ 


\ man, aged 20, an auto mechanic, presented a white roughly linear lesion 
on the right side of the neck extending from below the angle of the jaw to the 
midline, of two months’ duration. The portion nearest the back of the neck was 
definitely thickened and suggested confluent papulation, the rest of the area being 
white with no change in texture. No subjective symptoms were present. There 
were scars of a healed presumptive tuberculous adenitis just posterior to the 
eruption. 

DISCUSSION 

Dr. L. G. BernnaveR: The diagnosis of scleroderma was offered because 
of the linear punctate and guttate type of firm, waxy, lardaceous, infiltrated lesions 
I should advise that the patient be given small doses of thyroid extract over a 


long period. 
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Dr. FRED AMSHELL: I think that this is a case of lichen sclerosis et atrophicus 

Dr. H. T. Puiriips: I agree with the diagnosis of scleroderma of the morphea 
type. 

Dr. LestER HOLLANDER: This case is without question scleroderma. 


RADIODERMATITIS (TRICHO). Presented by Dr. H. T. Puriiips and Dr. W. J. 
MORGINSON. 


Mrs. F. P., aged 29, presented radiodermatitis of the chin and cheeks following 
treatment for hypertrichosis by a Tricho system machine. Starting in February, 
1924, the patient had received ten treatments at intervals of approximately two 
weeks with a guaranteed removal of the hair. When these failed to prevent 
recurrence of the hair, she had received twenty additional treatments, the last 
in March, 1929. Marked erythema followed each treatment within twenty-four 
hours, but it would subside in from two to three days following applications 
of hot and cold compresses. In December, the patient noticed an oozing, vesicular 
eruption on both sides of the chin. In March, 1930, when first seen by Dr. Phillips 
and Dr. Morginson, she presented a typical roentgen dermatitis with telangiectasia, 
atrophy and scarring. 

DISCUSSION 

Dr. G. J. BusmMan: As Dr. Phillips sees so many of these cases I would like 
to know to what degree roentgen dermatitis develops? 

Dr. STANLEY CRAWFORD: The great danger in these cases is the increase 
in vascularity and the associated atrophy which lead to the development of 
carcinoma. It is advisable to destroy the small capillaries in an attempt to reduce 
the increasing vascular development. 


Dr. LESTER HOLLANDER: I believe that the telangiectasia will be progressive. 


Dr. FRED AMSHELL: Some of these burns could be prevented, if, when these 
patients consult us for hypertrichosis, we would take the time to explain the danger 
of exposure to the roentgen rays. 

Dr. H. G. WERTHEIMER: Later, if these women become pregnant, there will 
be an increase of the telangiectasia. 


Dr. H. T. Puititips: This case shows an unusual amount of deformity. 


EctHyMA FOLLOWED BY DEPIGMENTATION. Presented by Dr. LESTER 
HOLLANDER. 


A. D., a colored girl, aged 7, presented two types of lesions, a deep-seated, 
encrusted, rounded condition over the shin bone, and a number of sharply defined, 
rounded, white patches on the face, the arms and the legs. Urinalysis gave nega- 
tive results for bromides. 

It is interesting to note the reversal of the usual process of ecthyma in this 
patient, i. e., depigmentation instead of hyperpigmentation. 


DISCUSSION 
Dr. G. J. BusmMan: In my opinion, this case was originally impetiginous 
eczema. 
Dr. STANLEY CRAWFORD: I offer impetigo with depigmentation rather than 
ecthyma as a diagnosis. 


GRANULOMA ANNULARE. Presented by Dr. STANLEY CRAWFORD. 


Miss M. K., aged 21, a laboratory assistant, who handled tuberculous guinea- 
pigs, had minute, deep red, vascular punctae, the size of pinpoints, on the fingers 
and palmar or dorsal surface of both hands. After several weeks these developed 
into a small, rounded, slightly raised, nodular infiltration about 2 mm. across. They 
later became depressed centrally, forming a small, ring-shaped, pearly red lesion 
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with a slightly redder base. Some of them disappeared spontaneously; others 
persisted and disappeared after electrocauterization. 

Microscopic examination showed increased rows of granular cells, about five 
in number and quite dense with eosinophilic granules. Many of the rete cells 
showed perinuclear vacuolization, many with mitotic figures. There was some 
intercellular dilatation. The rete pegs were more or less obliterated. The corium 
showed a reduced number of connective tissue fibers which were slightly swollen 
and fragmented. There was an irregular fibrous-celled infiltrate around the small 
capillaries, which were also scattered here and there through the corium. In 
some areas of the papillary portion there was a marked round cell exudate. The 
capillaries showed thickened walls and a narrowing of the lumen. There was no 
necrosis. The condition suggested endarteritis of the small terminal capillaries, 
and arteriolitis with a perivascular infiltrate. A bovine tuberculin test gave a 
positive reaction, and the human tuberculin reaction was negative. A roentgeno- 
gram showed the chest to be normal. 

DISCUSSION 

Dr. L. G. BEINHAUER: When this patient was first seen, a diagnosis of 
tuberculosis was considered. It was thought that the lesions were a direct result 
of skin implantation occurring in the course of the patient’s occupation when she 
was in constant contact with tuberculous animals. It would no doubt be classified 
as a bovine type. Since the onset, new lesions have been recurrent. It is my 
belief, contrary to the present microscopic picture, that this condition will finally 
be placed under bovine tuberculosis of the skin. 

Dr. H. T. Purtiips: Here, I believe, we have two separate conditions, i. e., 
the capillary telangiectasia and the pea-sized white lesion, sarcoid. 

Dr. G. J. BusmMan: Without the biopsy, the diagnosis would not have been 
thought of. Why could these not be primary foci of bovine tuberculosis, such as 
described by Dr. Stokes, in which we see secondary glandular tuberculosis? 

Dr. A. B. GotpMAN: I suggest a diagnosis of papulonecrotic tuberculid. 

Dr. LestER HOLLANDER: I have never seen a lesion of the type shown. 
I first thought of angiokeratoma, but in view of the pathologic observations I 
would suggest the diagnosis of sarcoid of the Boeck type. Sarcoid may disappear 
without a trace. 

Dr. STANLEY CRAWFORD: I hesitate to make a diagnosis of granuloma 
annulare as the histology is not typical, but I consider the lesion a toxic tuberculid 
without necrosis, and I think that the suggestions of its being sarcoid are plausible. 


Lupus VuLcaris. Presented by Dr. STANLEY CRAWFORD. 


Miss J. D., aged 60, an American, had had an area of lupus vulgaris on the 
left cheek since the age of 17; she had received various types of treatment, includ- 
ing carbon dioxide snow, the electric needle, fulguration and the roentgen rays. 
The area improved greatly under treatment with the acid nitrate of mercury, the 
treatment with the filtered Kromayer lamp further improved the condition. One 
section in its upper half showed a red area with some tenderness that had per- 
sisted for two years. The patient was treated at the Saranac Lake Sanitarium for 
pulmonary tuberculosis involving especially the left lung. Every few weeks or 
months slightly infiltrated, pinkish-yellow areas had developed on the arms, legs 
or trunk, measuring from 1 to 3 cm. or more in diameter which in a few weeks, 
following slight crusting, subsided and disappeared. These periodic disseminations 
were considered allergic reactions to the circulating tubercle toxin. 


DISCUSSION 
Dr. LEsTER HOLLANDER: I agree with the diagnosis. We should be on the 
lookout for the development of carcinoma at the ulcerating area, especially in 
view of the amount and various types of treatment that the patient has had over 
. long period of time. I suggest that the ulcerating area be destroyed. 
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Dr. H. T. Puitirps: I could not make a diagnosis on the present lesions. 
I believe the best treatment to be destruction of the remaining patch, and I recom- 
mend that it be done by electrodesiccation. 

Dr. EMERSON GILLESPIE: I agree with the diagnosis. The central lesion, 
I believe, is not malignant, but is a lupus ulceration. I should destroy the suspi 
ciously malignant ulcer with the endotherm knife or by electrocoagulation. 

Dr. STANLEY CRAWFORD: The ulcerating lesion is precancerous. I am sorry 
that the lesions described on the arms, legs and trunk could not be demonstrated. 


GRANULOMA INGUINALE; SYPHILIS. Presented by Dr. H. G. WERTHEIMER. 


R. J., a Negro, was first seen on Sept. 9, 1930. In the groin were smooth 
scars with a raw, elevated, oval granuloma, about 2 inches (5 cm.) long and 
1 inch (2.5 cm.) wide. Phimosis was present. 

Extending around the neck and parallel to the mandible was a hypertrophic, 
raw, keloidal-like band about 1 inch in width. It resembled a keloid without the 
epidermis. Below this band on the right side of the neck was a similar area, 
question mark in shape, with a sinus at the upper margin. In the left side of 
the neck the cervical glands were enlarged and freely movable. Over the sternum 
was a smooth, white, soft scar, the size of a dollar, with a hyperpigmented border. 

The patient gave a history of having had a penile lesion three years previously 
followed by a bubo. Injections were made into the blood. The eruption on the 
face appeared two weeks after extraction of the teeth. About six months before 
presentation, the Wassermann reaction of the blood was 3 plus. Examination of 
smears from lesions on the groin and from those on the shoulder showed the 
presence of donovan bodies. Arsphenamine was given on September 10, but the 
patient had not been seen since that time. 


DISCUSSION 


Dr. STANLEY CRAWFORD: The finding of donovan bodies in the lesion clinches 
the diagnosis. The case suggests blastomycosis clinically, and I think that heavy 
doses of iodides might be of benefit. 

Dr. LESTER HOLLANDER: I agree with the diagnosis, but I would strongly 
urge not giving iodides in huge doses as recommended by Dr. Crawford as it may 
activate tuberculosis, which is so likely in a colored patient. 

Dr. F. AMSHELL: When the lesions on the face were first seen, I thought of 
granuloma inguinale, although the location is not common. When the lesions were 
seen in the groin, the diagnosis of granuloma inguinale was made. This was 
proved by discovery of the donovan bodies. 

Dr. H. G. WERTHEIMER: Most of these cases are syphilitic, and do not 
clear up entirely with arsphenamine; in some, the granuloma does not clear up 
with the application of antimony and potassium tartrate. 


CONGENITAL ICHTHYOSIFORM ERYTHRODERMA. Presented by Dr. L. 
ScHwartz, Dr. G. J. BusMAN and Dr. A. R. WoopsBuRNeE. 


W. C., a boy, aged 17, who was first seen on July 22, 1930, had a general 
infiltration and thickening of the skin. There were associated many, large, more 
inflammatory areas with thickened scales over them. There was an alopecia of 
the occipital area with patchy alopecia over the rest of the scalp. The pubic 
and axillary hairs were absent. There was a definite, discrete, firm, painless, 
general adenopathy and a mass of glands in both inguinal regions. The onset had 
been five years previously, with a rather rapid development of a general efflores- 
cence. The general health had not been affected. 

The patient was admitted to Mercy Hospital for a complete study. The general 
physical examination gave entirely negative results except for the points already 
noted. The laboratory observations were as follows: Urinalysis, the Wasser- 
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mann reaction of the blood and the blood count were normal; there was no 
increase of eosinophils. The basal metabolism was 11.6 per cent increased. A 
roentgenogram of the chest showed nothing abnormal. Sections of the skin showed 
only a chronic inflammatory reaction. A gland was removed, and a section 
showed chronic inflammation with hyperplasia. (Microscopic sections were pre- 
sented with this case.) 
DISCUSSION 

Dr. LesteER HOLLANDER: This case is by far the most important presented, 
and falls into the group of dermatoses which are on an endocrine basis. In a 
recent article, Urbach described this syndrome admirably. This patient likely 
has ectodermal defects in other organs. The sugar curve should be watched 
carefully. 

Dr. STANLEY CRAWFORD: I should treat this patient with a pituitary extract. 

Dr. G. J. Busman: I should like to add that there is a lack of sexual develop- 
ment which supports the diagnosis of a lack of gonadal secretion; the sella turcica 
is small, and you may recall that the basal metabolic rate was increased. The 
patient improved with treatment of the gonad, the pituitary gland and the thymus 
gland. The patient is normal in his ordinary activities, being interested in his 
work and recreations. Dr. Hollander’s discussion was interesting. 


LLYMPHANGIOMA CIRCUMSCRIPTUM. Presented by Dr. LESTER HOLLANDER. 


T. M., a boy, aged 8, a resident of an institution for tuberculous patierts, 
presented a tumor on the tongue which occupied about one third of the dorsum 
and was located within an inch of the anterior margin, covering two thirds of 
the dorsum from side to side. The surface of the tumor was studded with minute 
cysts, some of which were dark while others had a glistening appearance. Appar- 
ently some of the papillae of the tongue were protruding. 

Around the border of the tumor there was a deep fissuring of the tongue. 
There also was a deep fissure which separated the left side of this tumor. There 


was some putrefaction where food had apparently been caught in the deep crevices. 
The patient was unaware of the presence of the disorder. 


DISCUSSION 
Dr. STANLEY CRAWFORD: The patient presents a typical case and might be 
treated with the electrocautery. The roentgen rays and radium have been of no 
value in any type of nevi except some of the angiomatous ones. 
Dr. LeEstTER HOLLANDER: I consider that the best treatment in this case is 
the removal of the lesion with the radioknife. 





BROOKLYN DERMATOLOGICAL SOCIETY 
E. ALmMorRE GAvuvaiNn, M.D., Chairman 
Regular Meeting, April 21, 1930 


ARTHUR M. Persky, M.D., Secretary 


ERYTHEMA ToxicuM. Presented by Dr. ABRAHAM WALZER. 


H. N., a woman, aged 21, single, had an eruption of ten days’ duration. There 
was no history of her having received any drugs or injections. The entire body, 
except the face, was covered with many scattered and grouped erythematous, 
papular and vesicular lesions varying in size from that of a pinhead to that of 
a pea or even larger. They had been pruriginous at the start. On the trunk, the 
lesions were dark violet-red and were involuting, giving the appearance almost 
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of lichen planus. In many locations, the papules were each surmounted by a small 
central crust. On diascopic pressure, the old lesions showed some pigmentation, 
but the newer ones completely disappeared. 








DISCUSSION 























































Dr. Er1as W. AsramMowi1Tz: The patient presents a follicular eruption that 
has rapidly become generalized. On the trunk, the eruption follows the lines oi 
cleavage. While there are a few lesions on the hands, there are no lesions in 
the mouth and no systemic disturbance. Even though there is no evidence now 
of a primary or herald plaque, I am inclined to favor the diagnosis of a follicular 
type of pityriasis rosea on account of the points mentioned and the absence of 
itching. 

Dr. E. ALMORE GAUVAIN: I agree with the previous speaker on the diagnosis 
of pityriasis rosea. One frequently sees this type of eruption in cases of pityriasis 
rosea when irritating applications have been applied. One conflicting fact is that 
the lesions are all smaller than one would expect to see. 

Dr. ABRAHAM WALZER: As to the suggestion of pityriasis rosea, | want to 
say that the lesions did not progress from above downward, but came out in one 
crop. There was no herald patch, and at the start the lesions itched terrifically. 
Furthermore, the lesions are too infiltrated for pityriasis rosea. Every one of the 
lesions at one time was vesicular. 


A Case For DiacGnosis (ErysiIpELorp?). Presented by Dr. WiLLiam H. BEst. 


M. H., a nurse, pricked the third finger of the right hand with a pin in June, 
1929. Two days later, the finger became red and swollen. The redness and the 
swelling spread rapidly up over the entire back of the hand to a point 2 inches 
(5 cm.) above the wrist. The swelling and redness were sharply demarcated. 
There was no temperature at the time, nor any constitutional symptoms. About 
the eighth day after the onset, the patient had chills and fever, which persisted 
for five days, the temperature being irregular and reaching 104.5 F. During 
the interval of chills and fever, a similar red, edematous, sharply demarcated area 
appeared around the right elbow. After blood had been taken from the left arm, 
a similar patch developed around the puncture made by the needle. With the 
subsidence of the temperature, the redness and the swelling of the patches subsided, 
leaving the skin in a macerated condition, forming superficial ulcerations with a 
seropurulent discharge. This condition took about seven or eight weeks to heal. 

In October, 1929, the same kind of eruption appeared on the right ankle and 
foot. This was accompanied by fever for four or five days, with no chills. The 
lesions went through the same evolution as the previous ones, healing in about 
four weeks. In Marck, 1930, similar lesions appeared on the abdomen. 

Several blood cultures were made during the febrile stages and were reported 
sterile. Blood counts taken during the febrile stage showed slight leukocytosis, 
with increased polymorphonuclear cells. 

At presentation there were slight scarring, atrophy and pigmentation at the 
sites of the old healed lesions. 

DISCUSSION 


Dr. Evtas W. ABRAMOwITz: This girl’s illness evidently started after the 
prick of the finger. The symptoms of infection that developed after that must 
be taken into consideration. She is markedly anemic, and the lesions are too regular 
to be factitious. Since it started, as it did, as an erysipeloid infection with fever, 
with these annular plaques developing later, I suggest that when the next chill 
develops, the blood be examined for the organism of rat-bit fever. 

Dr. Jacosp Skeer: I think that vesiculation is going on in these lesions, as 
proved by .the crusting in the centers. I was thinking of an atypical type of 
erythema multiforme. I do not think it is due to any embolic process, as lesions 
caused by emboli would form in the center and spread out to the margin. 
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Dr. WiLL1AM Best: When I first saw the lesion on the right hand and elbow 
last June, I thought it was erysipeloid; but when I saw the lesions on the foot 
in October and on the abdomen last week, there was no reason for making such 
a diagnosis. While the lesions on the hand, elbow and foot were erythematous, 
edematous patches, the recent lesions are circinate, the skin in the center becoming 
dry and atrophic and sloughing off, leaving an oozing, macerated area with sub- 
sequent crusting and healing. Remember, this started as a trauma (pin prick of 
the finger). It may be, as Dr. Abramowitz said, some rare virus, the original 
focus of infection being the finger, that has become disseminated, and that every 
once in a while is thrown out into the blood stream. 


DERMATITIS MEDICAMENTOSA. Presented by Dr. ABRAHAM WALZER. 

E. W., a woman, aged 34, married, had been treated previously for an attack 
of toxic erythema and for facial erysipelas. She gave a history of taking various 
medicines for nervousness and constipation. The eruption was of five weeks’ dura- 
tion. She exhibited over the cheeks, nose, eyebrows and lower forehead many 
scattered and grouped, pea-sized, flat, bright red, sharply outlined, erythematous 
papules, with no scales and no patent follicles. A few similar lesions had been 
present on the extremities, but had disappeared leaving no scars. On diascopic 
pressure, the lesions practically disappeared; some of them, however, left faint 
pigmentation. 

DISCUSSION 

Dr. E. Atmore GAuvaAIN: I believe the eruption is lupus erythematosus. 
The lesions are all edematous, and in the center in a number of them there is 
a definite scale. If we consider the etiology of lupus erythematosus, which by 
some is considered a toxic condition, an erythema multiforme type of eruption 
might possibly appear on other parts of the body, which would clear up. With 
the amount of edema in the lesions, I would not expect to see patulous openings. 

Dr. Erras W. AsBRAMOwITz: I am inclined to favor the diagnosis of lupus 
erythematosus, for the lesions involve the flush area of the face, are nodular, in 
spite of the slight edema present, and show the livid red tint that characterizes 
the fixed patches of that disease. The lesions are of too short duration to show 
any definite scaling. The history of an evanescent eruption on the lower extrem- 
ities that preceded the eruption on the face does not exclude lupus erythematosus, 
for such an eruption may occur in the disseminated type of that disease. In 
view of the fact that the patient has been taking various drugs, such as bromides, 
iodides, barbiturates, cinchophens, etc., which are capable of causing lesions closely 
simulating the eruption presented by this patient, the usual tests should be carried 
out to exclude drug eruption. 

Dr. ABRAHAM WALZER: The patient has been under observation for a week, 
and during this interval the lesions have somewhat subsided. When first seen, 
she had erythematous macules and some papular lesions on the arms and thighs. 
It would be almost impossible to tell the kind of drug, for she has been taking 
a considerable number of medicines. For lupus erythematosus to attack the 
eyebrows and to improve in a week or ten days is not usual. The only similarity 
to lupus erythematosus is the location on the face. 


A CASE FoR DraGNosis (PURPURA ANNULARIS TELANGIECTODES?). Presented 
by Dr. ABRAHAM WALZER. 


I. W., a school boy, presented a recurring eruption. The first attack developed 
when he was 2 weeks old and persisted until he was 6 years old. The rash returned 
when he was 11 years of age and had been recurring ever since. At presentation, 
the lesions involved the trunk, from the location of the nipples in front and of 
the spines of the scapulae in back down to the knees. There were also scattered 
spots on the legs and forearms. The lesions consisted of small erythematous 
points, arranged singly and in groups, and were not elevated. On diascopic pressure, 
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however, the erythema almost disappeared and left a faint brownish pigment, but 
the minute puncta did not disappear. In certain locations, the puncta were arranged 
in annular formation. Scattered throughout the areas were brownish-red, flat 
patches of various shapes and sizes; some were the size of a silver dollar or 
even larger. There was no evidence of atrophy. There was no involvement of the 
mucous membrane. The palms, soles and nails were normal. On forcible scratching 
or rubbing of the normal skin, tiny red points almost like those on the affected 
areas could be produced. The results of the Wassermann test of the blood, of the 
urinalysis and of the blood count were normal. 


DISCUSSION 


Dr. Ertas W. ABRAMOwITz: The eruption is of long duration. A few of 
the lesions show psoriasis-like scaling and bleeding points. Most of the lesions 
are purpuric; they are also somewhat pigmented. There is no atrophy or 
telangiectasis, nor any definite annular arrangement. We may be dealing with 
an odd type of parapsoriasis or of purpura annularis telangiectodes. 

Dr. JaAcoB SKEER: This is an interesting case. The conditions to think 
of are poikiloderma atrophicans vasculare, Schamberg’s disease and purpura 
annularis telangiectodes. I favor the last because the eruption is made of numerous 
puncta which in some spots tend to form an annular lesion with considerable 
surrounding pigmentation. 

Dr. ABRAHAM WALZER: Three or four conditions are to be considered here. 
Poikiloderma can be excluded at once. Angioma serpiginosum, Schamberg’s 
progressive pigmentary dermatosis, and purpura annularis telangiectodes are to 
be considered. To begin with puncta and to have scales only on some of the 
lesions is not the usual course for parapsoriasis. The disease simulating the 
condition of this patient closest is possibly purpura annularis telangiectodes. 
The primary lesion in this disease is a punctum, the erythematous patch is a 
conglomeration of these puncta and the hemorrhagic stage is the cause of the 
brownish pigmentations. Atrophy may or may not follow. 





May 19, 1930 


E. A. Gauvatn, M.D., Presiding 


Leprosy. Presented by Dr. W. H. Best. 


J. N., aged 40, a Norwegian seaman, had been sailing between New York 
and the West Indies continuously for the past ten years, touching at Haiti, 
Barbadoes and Martinique. An eruption began in July, 1929, when lesions appeared 
on the face and spread over the entire body. There was a profuse nodular eruption, 
the lesions varying in size from that of a pinhead to that of a bean. Many had 
ulcerated. The face, trunk and extremities showed patches of pigmentation. Areas 
of anesthesia were present on the extremities. 

Sections from the biopsy showed acid-fast bacilli in clumps and in parallel 


arrangement. 


LEUKEMID, AupRY. Presented by Dr. W. H. Best. 


F. J., aged 59, a Swedish engineer, married, presented an eruption that had 
appeared six months previously. It involved the entire front and back of the 
trunk with small lesions on the shoulders and the arms. There was also a marked 
general adenitis. The eruption consisted of copper-colored macules the size of 
a split pea, rather closely crowded (resembling a fading syphilitic roseola). The 
eruption on the shoulder and the upper left arm consisted of typical aggregated, 
purpuric spots, the size of a split pea. No subjective symptoms were present. 
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The Wassermann examinations of the urine and the blood gave negative 
reactions. Examination of the blood showed: red cells, 3,300,000; hemoglobin, 
65 per cent; bleeding time, one minute; coagulation time, two minutes; white 
cells, 195,000; polymorphonuclears, 2 per cent; small lymphocytes, 2 per cent; 
large lymphocytes, 95 per cent, and transitionals, 1 per cent. 


DISCUSSION 

Dr. L. Cuarcin: I think that part of the eruption which is hemorrhagic 
must be accepted as leukemid of Audry; but the patient also presents numerous 
papular lesions on the abdomen and the back that may be true leukemic infiltra- 
tions and should be checked up by biopsy. The rash on the trunk is not active 
purpura now; it is a pigmentation following purpura. 

Dr. W. H. Best: i saw the patient for the first time one week ago, so I 
did not have time to do a biopsy. I did not present this case as true lymphadenosis. 
The eruption on the arms and shoulders is purpura. The rash on the trunk, 
although at the present time it is copper-colored and does not show the character- 
istics of purpura, is undoubtedly purpura that has faded. The slight papular rash 
on the back is probably leukemid resembling the prurigos. 

The eruptions that accompany the lymphatic leukemias are of two kinds: one, 
the so-called lymphadenosis in which the lesions in the skin are lymphatic cell 
proliferations forming nodules which rarely undergo degeneration and ulceration. 
The other type of eruption is the leukemid, which does not present the pathologic 
structure of a lymphatic hyperplasia; but usually resembles purpura, prurigo or 
pityriasis rubra. I present this case as purpura of the leukemid type accompanying 
lymphatic leukemia. 


PERFORATING GUMMA OF THE SOFT PALATE. Presented by Dr. J. SKEER. 


K. A., a woman, aged 55, who was born in Austria, came to the clinic com- 
plaining of pain in the mouth. There was a perforation, the size of a pea, sur- 
rounded by an erythematous border to the right of the median line in the soft 
palate. The Wassermann reaction was 4 plus. 


LICHEN PLANUS OF THE Mucous MEMBRANES. Presented by Dr. A. WALZER. 


M. K., a man, aged 41, a tailor, gave no history of venereal infection. The 
present complaint was of three months’ duration and began with pain in the 
mouth following the ingestion of hot foods. 

The patient exhibited many white papules over the inside of the cheeks, the 
tongue and the lower lip; they were arranged singly, in groups and in linear 
formation, and had a lace-like appearance in some locations, especially on the 
inside of the right cheek. On the right border of the tongue, the papules were 
arranged in a ring formation, about the size of a pea. The body and genitals 
were free from lesions. The Wassermann reaction was negative. 


DISCUSSION 
Dr. L. CHARGIN: I agree with the diagnosis. Were it not for the lesions 
on the cheeks, however, the case would be rather difficult to diagnose. From 
the literature one would judge that in 20 per cent of cases, lichen planus is limited 
to the mucous membranes of the mouth 
Dr. A. WatzerR: When lichen planus involves one location on the body, 
it is more likely to be on the mucous membranes than on any part of the skin. 


\DENOMA SEBACEUM. Presented by Dr. A. WALZER. 

R. S., a girl, aged 6 years, was the fifth child of a family of six healthy 
children. There was a history of epilepsy in a second cousin of the patient. The 
mother said that the lesions had been present since the age of 2 years. Scattered 
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over the face, the right arm anteriorly, the back and the neck were many flat, 
erythematous papules arranged singly, in groups and in lines. Those on th: 
face were bright red. Some, especially those near the nasal fold, were white 
The lesions on the face were surmounted with telangiectasia. Scattered over 
the entire body and extremities were many patches of vitiligo, which varied in 
size from that of a pea to that of a dollar. The patient seemed to be below 
normal mentally. 
DISCUSSION 

Dr. A. WALZER: Every time a case of adenoma sebaceum is presented, there 
is always some one who denies the importance of mental symptoms. There are 
certain things that ought to be made clear. Adenoma sebaceum may be associated 
with similar lesions involving many organs of the body. Tumors of the liver, 
spleen, heart and brain have been reported in association with adenoma sebaceum. 
Adenoma sebaceum is a disturbance of the germ plasm. On the other hand, there 
have been cases reported in which the internal organs showed similar lesions, but 
the skin did not. As adenoma sebaceum is an embryonic disturbance, the mental 
condition is dependent on whether or not the brain is involved. The same holds 
true with von Recklinghausen’s disease. 


CIRCINATE MACULAR SYPHILODERM. Presented by Dr. A. WALZER. 


A. S., was shown at the last meeting of the Society as having circinate 
syphilis. She had since received four injections of neoarsphenamine, 0.045 Gm. 
each, the last about five days before presentation. 

The lesions on the face had almost completely faded, although a faint erythema 
was still visible. During this time, however, the lesions on the arm had increased 
in size and were almost the size of a silver dollar; they consisted of definite 
syphilitic papules, surmounted by a thin scale. There were similar papules on 
the left arm. These lesions had developed during the course of treatment. 


DISCUSSION 

Dr. L. CuHarcin: I suggest that a biopsy be made of the lesion on the arm 
in order to confirm the diagnosis. 

Dr. A. WALZER: I am showing this patient again, as there was a sugges 
tion made at the last meeting that the condition might be a drug eruption follow- 
ing the injection of neoarsphenamine and also because new lesions are developing 
on the body during the course of treatment. The color of these lesions is typical 
of syphilis. 


NEW YORK DERMATOLOGICAL SOCIETY 


J. Frank Fraser, M.D., Secretary 


Regular Meeting, April 22, 1930 


Paut E. Becuet, M.D., President 


RADIODERMATITIS. Presented by Dr. Howarp Fox. 


H. R. A., a dentist, aged 53, had suffered from paronychia of the right middle 
finger, five years previously. He had treated this with his dental roentgen-ray 
apparatus. ‘This treatment was followed by an acute, radiodermatitis which healed 
in two months. Later, the nail fell off, and the finger had since shown marked 
dystrophic changes. On the dorsal aspect of the second and third phalanges were 
telangiectases and keratoses. There was no ulceration or other evidence of 
cancer. The patient was presented for therapeutic suggestions. 
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DISCUSSION 

Dr. E. F. Traus: At the present time I favor doing whatever surgical inter- 
vention seems necessary, before the process has any further chance to develop. 
A skin flap might be attempted with every chance for success. A number of 
surgeons have done excellent repair work on the hands, the final result being an 
absolutely useful member with little deformity. 

Dr. BInrForD THRONE: I agree with Dr. Traub’s suggestion. I have seen 
some of Dr. Semken’s patients, one of them a woman who had done a great deal 
of work with roentgen rays, and she has a perfectly useful hand. That operation 
was done about three years previously. 

Dr. H. H. Wuitcnouse: I agree with what has been said by the previous 
speakers—surgical treatment, doing away with the nail absolutely, and then a skin 
flap. In my opinion that is the thing that has to be done. 

Dr. J. J. Etver: I agree with the suggestion that surgical excision is the 
best procedure in this case. 

Dr. G. M. MacKee: There is no immediate danger if the patient does not 
mind the appearance and prefers to avoid operative procedure, or to have surgical 
intervention at a more convenient time. It will be safe to wait indefinitely with 
the understanding that he must report for inspection every six months. The 
condition may never get worse. On the other hand, cancer may develop, so that 
the condition must be considered potentially dangerous. If cancer does develop, 
it will be of the squamous cell type, but it will develop siowly because of the 
sclerotic tissue. Cancer does not develop suddenly in these cases, but it is 
preceded by a painful, indolent ulcer or a growing keratosis. In many of these 
patients cancer never develops if the small keratoses are removed by electro- 
desiccation as soon as they form. Quite often, a patient prefers amputation in 
preference to repeated minor surgical operations, worry and frequent inspections, 
especially when the finger is not very useful or valuable. Therefore, advice depends 
on the condition and the desires of the patient. In this case, I advise watchful 
waiting for a time. Then, according to indications, removal of keratoses, 


plastic surgery, amputation or further watchful waiting. In the meantime, non- 
irritating unguents should be employed at night. A plastic operation would end 
the trouble for all time, but the patient might be laid up for several months, and 
the cosmetic effect is not always satisfactory. 


Dr. F. C. Compes: I agree with Dr. MacKee. The condition is improving, 
and I do not see any reason for amputation now. Probably it will be necessary 
after a while, but I should leave the patient alone for the present. 

Dr. W. J. H1cHMAN: I am rather inclined to think that a plastic operation 
should be done now. The condition will probably not become materially better, and 
it is likely to get worse. This does not necessarily mean malignancy, although it is 
probable; but if the skin gets worse and progressive roentgen changes go on, the 
likelihood of operative success would diminish, whereas now that is enhanced. I 
should rather favor a prompt plastic operation—from within three to six weeks. I 
think that amputation will be unnecessary. 

Dr. FreEpD Wise: I agree with the last speaker. 

Dr. Howarpv Fox: The lesion affects the right middle finger which is useful 
to the patient in his work, and he is naturally averse to having it amputated. It is 
doubtful whether he would submit to amputation at present, even if that were 
indicated. I shall be glad to follow the suggestions that were made and advise 
the patient to have the affected tissue excised and a skin-graft operation performed. 


LYMPHANGITIS AND SYCOSIS OF THE UPPER Lip. Presented by Dr. Howarp 
Fox. 
H. J. H., aged 50, a sergeant in the regular army, had suffered from a condition 
affecting the nostrils and the upper lip for sixteen months. The nostrils were 
thickened and inflamed, and the upper lip was markedly swollen and moderately 
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red. In the center of the upper lip was a patch of chronic sycosis. The swelling 
of the lip had at times varied in intensity. The swelling was firm to the touch 
and somewhat tender. There was no suggestion of angioneurotic edema. There 
had never been any nasal discharge, and a roentgenogram of the skull showed no 
apparent disease of the sinuses. The patient had been treated by fractional doses 
of roentgen rays (totaling thirty-two treatments), by quartz lamps, wet dressings 
of boric acid, mechanical epilation and by the Ormsby method (for treating 
sycosis). Response to all therapeutic measures had been unfavorable. The patient 
was a tall, athletic man, in apparent excellent general health. He was presented 
for therapeutic suggestions. 
DISCUSSION 

Dr. Frep Wise: I know that this is going to be a difficult case to cure. 
Some cases of this type have been helped by long-continued treatment with vaccine ; 
that is all that I can suggest. A modification of the treatment he has received 
would be the use of filtered roentgen rays, which I do not think has been used in 
his case. 

Dr. Frank C. ComsBes: In addition to what Dr. Wise has said about the use 
of vaccine over a long period of time, I wish to suggest the intradermal injection 
of vaccines. I have obtained quite remarkable results with this method. 

Dr. BINFORD THRONE: I agree with Dr. Combes about using the vaccine by 
intradermal injection. My attention was directed to this method of treating sycosis 
about six years ago. Gougerot showed to the French Dermatological Society cases 
for Meyer in which injections of an autogenous vaccine were given in the infected 
area. This procedure was tried at the Skin and Cancer Hospital, and the results 
were good; then a stock vaccine was tried, and the results with this were as good 
as with the autogenous vaccine. The most important point in regard to the vaccine 
is its strength. It should be of a strength of six billion per cubic centimeter. The 
vaccine that we used at the Skin and Cancer Hospital is two billion each of 
Staphylococcus albus, Streptococcus hemolyticus and colon bacilli. Several injec- 
tions are given in and around the infected area three times a week. 

Dr. E. F. Traus: Has syphilis been ruled out as a possible factor in the 
lymphangitis ? 

Dr. Paut E. BEcHET: What were the exact microscopic and cultural observa- 
tions from the nasal secretions? In my opinion, this has an important bearing in 
this particular type of case. As Dr. Wise points out, good results are difficult to 
obtain, and, in the instances in which I have obtained them, I have invariably been 
helped by a rhinologic examination, with treatment when indicated. A vaccine 
made from the nasal secretions has also proved of value. 

Dr. G. M. MacKee: As almost everything else has been tried, I advise 
injections and wet dressings of bacteriophage. Protein shock, fever treatment 
and mild protein therapy, also hemotherapy, might be: tried. 

Dr. W. J. HiGHmMaNn: In connection with what Dr. MacKee has said, | 
should like to ask Dr. Throne about giving a protein shock. Personally, I have 
never seen any worthwhile result from this procedure in a case of this sort. 

Dr. BInrorpD THRONE: The use of a nonspecific milk preparation intra- 
muscularly in sycosis has not given me any resu!ts. Intradermally, it is of value. 
It brings about a general stimulation, according to Ernest Friedrich Mueller. The 
intradermal injection of the vaccine at the site of infection seems to bring about 
a local immunity, and from the statement of Saboraud that sycosis is chiefly an 
epidermic infection and that the abscesses are intra-epidermic in most cases, this 
line of therapy seems to be especially indicated. Results with the intradermal 
injections have been better than those obtained with any other line of treatment. 

Dr. Howarp Fox: This patient has had all of the usual treatment for 
sycosis excepting vaccines. Neither autogenous nor stock vaccines given sub- 
cutaneously would, I think, be of any value in view of the duration of the disease. 
I have never kown them to be of value except at the outset. I shall be glad to 
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follow Dr. Throne’s suggestion and try the local intradermal method of giving 
vaccine, and shall combine this with foreign protein therapy. Like Dr. Highman, 
I feel a little skeptical about the value of the protein shock method of treatment, 
though I think that it is seldom given a fair trial. The etiology in this case is 
not apparent. Syphilis can apparently be excluded, and the roentgen rays show 
no involvement of the sinuses. In most cases of sycosis below the nostrils, the 
patient has a nasal discharge. That condition was not present in this case, and 
examination of the nasal passage showed nothing abnormal. 


RHINOPHYMA. Presented by Dr. J. J. ELLER. 


A. L., a private patient, aged 80, was first seen on Dec. 30, 1929. He pre- 
sented an irregular nodular mass, involving the tip of the nose and both alae. The 
mass was composed of several irregularly lobulated nodules, varying from the 
size of the tip of the finger to that of a lemon. These nodules formed pedunculated 
masses that hung laterally from the alae and the tip of the nose. The combined 
nodules formed a mass the size of an orange. 

The patient’s general condition was exceptionally good for a person of his age. 

On Jan. 20, 1930, under local anesthesia, the nodules were removed with a 
scalpel and all irregularities were smoothed off to conform to the normal contour 
of the nose. Postoperative Grenz ray exposures were given for a few small 
hypertrophic scars. 

Pictures of the condition before and after treatment were presented. 


DERMATITIS FACTITIA (HysTERIA?) Presented by Dr. Howarp Fox. 


Mrs. M. J., aged 39, a musician and artist, born in the United States, first 
noticed an eruption of the face about a year previous to presentation. She gave 
a rather incoherent history of the appearance and evolution of the lesions, but 
admitted scratching some of them, and at times using a thumb forceps to remove 
“infected hairs.” Two weeks prior to presentation, when first seen by the presenter, 
she had a triangular shaped ulcer of the nose, which healed completely in two 
weeks under an occlusive dressing. She was extremely nervous, greatly agitated 
at first, and cried with little provocation. Stigmas of hysteria included glove 
anesthesia, absence of corneal and pharyngeal reflexes, and altered personality. 
The lesions on the face were symmetrical and discrete. A few were still active, 
red, and excoriated; the majority, however, were scars—some of them superficial 
and of the size of a pea, like those of ordinary neurotic excoriations. Others were 
linear or irregular in shape. 
DISCUSSION 

Dr. GEORGE M. MacKee: Dermatitis factitia is to my mind too broad a term 
for this case, which I believe to be one of neurotic excoriations. A careful ques- 
tioning will most likely reveal the fact that the patient will admit insulting the 
skin and will tell exactly how she does it and why. 


GLossiTis. Presented by Dr. BINFoRD THRONE. 


George O. D., a mechanical engineer, aged 40, was burned in August, 1929, by 
ammonia fumes. The tongue, which was of the scrotal type, had been sore since 
then. Examination of the tongue showed depapillated plaques that appeared and 
disappeared and caused severe burning sensations. 

The blood chemistry was: chlorides, 462.7; sugar, 130.2; urea nitrogen, 15.4, 
and uric acid, 2.28. The test of the blood repeatedly gave negative results. The 
blood count gave: 3,900,000; white cells, 7,200; hemoglobin, 76 per cent, and color 
index, 0.97. The differential count gave: polymorphonuclears, 58; small lympho- 
cytes, 34; large lymphocytes, 6, and large mononuclears, 2. 

The patient had been treated with neoarsphenamine, various local applications 
and ultraviolet light. 
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The analysis of gastric contents on April 16, 1930 gave: total acidity, 76; fre 
hydrochloric acid, 50; loosely combined hydrochloric acid, 18; lactic acid, none: 
butyric acid, trace; starch, large amount; occult blood, large amount; food residue. 
small amount; Boas-Oppler bacilli, not found. These observations were considered 
suggestive of gastric ulcer. 

DISCUSSION 

Dr. G. M. MacKee: The patient has a scrotal tongue which is a congenital 
malformation, and he has lingua geographica, the cause of which is unknown, 
although I believe that fungi have been found in a few cases. 


Dr. J. J. ELLER: I agree with the diagnosis of wandering rash of the tongue. 
I know of no therapy that promises a permanent cure. A mouth wash, such as a 
2 per cent solution of resorcinol in lime water, often gives temporary relief. 


Dr. H. H. Wuitenouse: I agree with what has been said about lingua 
geographica. A careful analysis of the blood has been made, but I do not see 
why a little oceult blood in the stomach should suggest the possibility of gastric 
ulceration. The patient has no pain, and he shows no symptoms of such a condition. 
I consider that gastric ulcer is not likely in this case, while lingua geographica 
is most probable. 

Dr. R. H. Rutison: I agree with Dr. Whitehouse. I cannot conceive of a 
man in such good condition, and with no symptoms, having gastric ulcer. 

Dr. Joun E. Lane: It is perfectly evident that the patient has geographic 
tongue. He complains of continued pain, which makes it possible that he has, in 
addition, the condition called by Engman “burning tongue.” In my opinion, over- 
treatment is contraindicated in such cases. Bland mouth washes and reassuring 
the patient that the trouble is not serious are about all that should be done. 

Dr. E. F. Traus: I agree with Dr. Lane that the patient should be cautioned 
about local treatment. Only the blandest possible mouth washes should be pre- 
scribed, and any irritating, stimulating, or caustic preparation should be avoided. 

Dr. W. J. HicHmMan: I do not know what lingua geographica really is, and 
I am not sure that this is not an infection. I am sure that he has a scrotal tongue, 
and I am not sure that the alleged gastric disturbance has any relation to the 
condition of the tongue. I know of one instance of a patient with geographic 
tongue with fissures as deep as those of this patient—a gentleman of culture with 
access to all the medical talent east of the Mississippi—who was treated without 
benefit. Something had to be done for him. I advised him to separate all of the 
fissures every morning and clean them out thoroughly with hydrogen dioxide and 
a mouth wash, and he recovered. The hypothesis I worked on was that these 
fissures acted as crypts for the organisms, the nature of which I never knew. 
I assumed that the parasites flourished and created irritation in the fissures, later 
involving the surface. That procedure is simple, and it is worth trying in this 
case. 

Dr. G. M. MacKee: As I recall Engman’s “burning tongue” there is no 
eruption, but as Dr. Highman has suggested perhaps both conditions are present. 
Dr. Highman’s suggestion relative to the fissures applies to the case as fissures 
are present, but in the majority of cases there are no fissures. 

Dr. Howarp Fox: Everyone will agree to the diagnosis of scrotal tongue, 
and that the treatment is limited to maintaining proper hygiene of the mouth, and 
preventing particles of food from lodging ‘in the grooves. I also agree with the 
diagnosis of lingua geographica, though it is necessary to inspect the tongue closely 
to detect the eruption at present. The diagnosis is, however, supported by the 
history of constant change in the location of the patches. In my experience, many 
of these eruptions cause no annoyance and are accidentally discovered. Some cause 
subjective symptoms of mild degree. I am surprised to hear some of the members 
say that there is no known method of treatment for this disease. In my paper 
read before the American Dermatological Association as one of the general topics 
for discussion, I described two unusual cases of long duration, both of which 
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responded in a short time to roentgen treatment. In one case of ten years’ duration 
it was only necessary to give two fractional doses of roentgen rays to cause the 
disappearance of the lesions for eighteen months. I shall try to present this 
patient later. I have had temporary success in a number of cases. I shall try to 
communicate with all of the patients who were treated by roentgen rays and 
report on the ultimate results. So far as I am aware, Ormsby was the first to 
try radium, and I was the first to try roentgen rays for the treatment of geographic 
tongue. 

Dr. H. SHARLITT: It would be of interest in these cases to keep a record of 
the kind of dentrifice used. It is more than possible that these wandering eruptions 
of the tongue may be the result of reaction to some chemical in tooth paste. 

Dr. Binrorp THRONE: I appreciate the suggestions made by Dr. Highman 
and Dr. Fox and will try both of them. There is no contraindication between 
roentgen rays and hydrogen dioxide. So far as the diagnosis of gastric ulcer is 
concerned, I only suggested that. The man shows slight hyperacidity and retention 
of starch, in addition to the occult blood. This condition is usually associated with 
some gastric lesion, such as ulcers. 


TUBERCULOSIS OF THE TONGUE. Presented by Dr. GEorGE M. MacKeEe. 


J. F., a man, aged 54, from the Post-Graduate Skin Clinic, presented an ulcer 
on the anterior portion of the dorsal surface of the tongue, to the left of the median 
line, of eight weeks’ duration. The lesion, linear in shape, was 1 inch (2.5 cm.) 
in length and ¥3 inch (8.5 mm.) in diameter. It was an infiltrated fissure with 
edges that were not hard. 

A biopsy was performed by Dr. MacNeal who reported probable syphilis based 
on: “section is covered with stratified squamous epithelium that is irregularly 
thickened. It is cornified at the surface, and at its base is sharply demarcated 
from the supporting stroma. The supporting stroma consists of fibrous tissue, 
heavily infiltrated with plasma cells and lymphocytes. The lymphocytes are 
especially dense beneath the epithelium and about the blood vessels throughout the 
tissue. At two points the plasma cells and lymphocytes form dense foci.” 

A general physical examination revealed: sluggish pupils; dulness at apexes, 
with bronchial breathing in the right subclavicular space; ulceration of the right 
epiglottis, right vocal cord and between the cords. A roentgenogram of the chest 
showed the bronchopneumonic type of infiltration of the fields of both lungs, with 
a cavity of the right apex. The Wassermann test was 4 plus. Smears from 
the tongue, throat and sputum had been sent to the laberatory, but a report had 
not been received at the time of presentation. Also, the presenter had not seen 
the pathologic slides. 

The patient had received four injections of bismuth and four of neoarsphenamine 
during the month prior to presentation, without improvement in the condition of 
the tongue. 

DISCUSSION 


Dr. J. J. Etter: I agree with the presenter’s diagnosis of tuberculosis of 
the tongue. 

Dr. H. H. WuitTenouse: I agree with the diagnosis, but I do not see why the 
patient may not have syphilis too; and the two diseases together strongly indicate 
a bad prognosis. 


Dr. Howarp Fox: The presence of pulmonary and laryngeal tuberculosis, 
the location and shape of the ulcer, and its tenderness, all favor the diagnosis of 
tuberculosis of the tongue. It should be possible, however, in such a case, to 
demonstrate tubercle bacilli in smear preparations. 

Dr. S. M. Pecx: Tubercle bacilli are difficult to demonstrate in histologic 
sections, and for this reason inoculations of guinea-pigs should be done in cases 
in which the diagnosis is to be established. A good method for the demonstration 
of tubercle bacilli is the culture method. Some good culture mediums have been 
developed recently which, with the proper technic, give just as good results as 
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inoculations of guinea-pigs, and which have the additional advantage of the eas 
with which the bacilli can be demonstrated after a positive growth, as compared 
to autopsy on the guinea-pig. The culture method also reduces the time between 
inoculation and demonstration of the bacilli. 

Dr. G. M. MacKee: I regret that I was not able to obtain more information 
before presenting the patient. Clinically, the patient has pulmonary and laryngeal 
tuberculosis. Clinically, also, the lesion on the tongue is tuberculous. The evolution 
was rapid for tuberculosis, but the condition did not improve at all after the admin- 
istration of an amount of bismuth and arsenic that should effect a substantial 
improvement if it were syphilis. I expect to find tubercle bacilli in the sputum and 
if so, positive scrapings from the tongue will not help much in making a diagnosis. 
I hope, also, to be able to study the pathologic slides, stain them for tubercle bacilli, 
and perhaps obtain more tissue for animal inoculation and pathologic study. I agree 
with Dr. Whitehouse that the case is almost hopeless. I have seen a number of 
cases of tuberculosis of the tongue. It is an indication of advanced pulmonary 
tuberculosis, and the patients do not recover. 


MorpPHEA-LIKE BasaL CELL EpITHELIOMA. Presented by Dr. E. F. Traus. 


E. S., a teacher born in this country, aged 42, presented a flat area of about 
2 by 2 cm. on the right cheek, of three years’ duration. There was a slightly 
elevated, not definitely pearly, border, and a slight central ulceration that failed 
to heal following a number of treatments with ultraviolet light. 

According to the biopsy report, the diagnosis was basal cell epithelioma, with 
infiltration of basal cells in nests, separated from one another by an _ intense 
basophilic degeneration. Suggestions for treatment were requested. 


DISCUSSION 


Dr. BINFORD THRONE: I should suggest surgical excision. 


Dr. J. J. Etter: I should suggest electrocoagulation, as the choice method 


of therapy in this case. 

Dr. G. M. MacKee: Either of the suggested methods will cure the epithelioma. 
Of the two, I prefer surgical excision. It is as certain if not more so than electro- 
coagulation, and the scar is less objectionable. When the lesion is not too large 
and is suitably located, I always prefer scalpel surgery in preference to electro- 
coagulation. In this case, however, as the roentgen ray has not been tried, | 
suggest giving one or two intensive doses. The chances are that a cure will result, 
the patient will not suffer, and there will be little scarring. If this fails, it will 
be necessary to employ some surgical method, probable electrocoagulation, because 
of the size of the lesion. 

Dr. Howarp Fox: This case does not appear to me to be the morphea type of 
epithelioma, like a button embedded in the skin. It seems to be an ordinary case 
of basal cell epithelioma. We all have our favorite methods of treatment. | 
should do as Dr. Eller suggests—use endothermy followed by roentgen rays. 

Dr. W. J. HtcHMAN: Did any one look at the specimen? I do not know 
whether to call it morphea form epithelioma or not, but it is a basal cell growth, 
and the nests of epitheliomatous cells are in small strands and configurated and linear 
in this very dense connective tissue. The lesion is large, as has been pointed out, 
so that surgical excision would be a big undertaking. I think that electrocoagu- 
lation might be better, or the oldfashioned treatment used by Dr. Sherwell. The 
reason that I think excision might be postponed is because I do not think the dense 
connective tissue offers a good prospect of healing. 

Dr. F. J. Fraser: I should like to ask Dr. MacKee why he suggested roentgen 
rays rather than radium. 

Dr. G. M. MacKee: I did not intend to favor the roentgen ray. Either 
radium or the roentgen ray may be used. I agree with Dr. Highman that the 
Sherwell operation is very useful. I use it in selected cases. In this case it might 
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not work so well, nor does the acid nitrate of mercury, because the curet is not 
very effective when nests of cells are separated by dense fibrous tissue. Keloids 
and hypertrophic scars are common after the Sherwell operation, uncommon follow- 
ing scalpel surgery and exceedingly common subsequent to surgical diathermy, 
electrocoagulation and electrodesiccation. 

Dr. J. F. Fraser: I believe that the method suggested by Dr. MacKee is the 
best, for the reason that the cosmetic result is more satisfactory than with other 
methods. Electrocoagulation is sometimes followed by keloids; the same objection 
holds in the case of surgical excision. 

Dr. E. F. Traus: I shall follow Dr. MacKee’s suggestion, and try first either 
roentgen rays or radium. It was, however, my impression that this type of 
epithelioma would not respond as well to radiation as the general basal cell 
epithelioma. This lesion has a considerable depth, and the basal cells are broken 
up by fibrous tissue bands and included in them. The method I had thought of as 
the first choice was Dr. Sherwell’s method of cauterization. I have used this 
method in selected cases, and the cosmetic result is often superior even to that 
possible following radiation, and if carefully done is usually curative in one treat- 
ment. In a lesion like the one in this case that measures more than 2 cm. in 
diameter, the cosmetic result may not be so good irrespective of the method selected. 


LyYMPHOSARCOMA, Presented by Dr. J. J. ELLer. 


W. C., male, aged 50, born in the United States, called at the Post-Graduate 
Skin Clinic on June 29, 1930. He stated that twelve years previously a small 
lump appeared on his chin, which became slightly larger and tender. After 
several years it disappeared, and returned five years prior to presentation. Three 
years before presentation the patient was treated with mercury, arsphenamine 
and bismuth, which appeared to diminish the size of the tumor, so that eighteen 
months later a slight plastic operation was done which practically removed all 
signs of the lesion. About a month after this operation the tumor again began 
to grow and soon reached the size of a fist. There was a definite history of 
syphilis in 1905, for which the patient had received seventy-five injections of 
mercury and four injections of arsphenamine. 

On examination, there was on the chin a hard nodular lesion of the size of 
a fist made up of smaller nodules; it was freely movable and almost painless. 
The skin over the lesion showed dilated blood vessels and was purplish-red. There 
was no ulceration. On the left side of the neck was a gland the size of a nut. 
The Wassermann reaction on July 2, 1928, was 4 plus. 

The tumor was removed by surgical diathermy on July 2. Four days after 
the operation, deep roentgen therapy was applied to the primary lesion and cervical 
areas, full erythema doses being used; this treatment was repeated on August 21, 
and again on October 11, 0.25 mm. of copper and 1 mm. of aluminum being used 
as filter with 135 kilovolts. 

The biopsy report gave a diagnosis of lymphosarcoma. 


CASE FOR DraGNosis (LEUKEMIA?). Presented by Dr. F. C. Combes. 


D. A., a girl, aged 11, gave a history of the spontaneous appearance about ten 
months previously of red blotches on her left arm, which had slowly increased 
in size. 

On examination, in the posterior-inner aspect of her arm and forearm, irreg- 
ularly distributed patches of erythema were seen, with irregular well-defined 
borders, varying in diameter up to 5 cm. Some of these lesions had a slight 
furfuraceous scale. There were not painful on palpation nor did they disappear 
entirely on pressure. There was no infiltration, no atrophy and no subjective 
symptoms. The patient had, however, a circulatory asthenia of the hands and feet. 
Otherwise she was in good health. 

3iopsy showed leukemia cutis or lymphosarcoma, and tuberculid (sarcoid or 
erythema induratum). 
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DISCUSSION 

Dr. E. R. Matoney: I do not know what the diagnosis is, but clinically, 
the condition does not look like Bazin’s disease. It looks like erythema perstans. 

Dr. H. SHarRuitr: I saw the slides from the biopsy on the patient, and 
should suggest that the slides do not belong to this patient. Indeed, one cannot 
reconcile the clinical observations with what is demonstrated under the microscope. 

Dr. J. F. Fraser: Clinically, the lesions are nothing but erythema; pressure 
causes their disappearance. I saw the slides and agree with Dr. Sharlitt that the 
histologic picture does not cohform to the clinical picture. 

Dr. Frep Wise: If one assumes that the histologic slide does not belong 
to the patient, I think that it might be well to begin with a tuberculin test, 
starting with a high dilution and gradually increasing the dose. The lesions 
may be those of tuberculosis or superficial sarcoid. 

Dr. W. J. HicGHMAN: Starting with the same assumption as that of Dr. Wise 
—that the slide does not belong to the patient —the clinical impression of the 
condition is that the process is superficial. It is not superficial, however, under 
the microscope. It is deep, and tHe part of the skin that escapes pathologic involve- 
ment is precisely the superficial part. I do not pretend to understand the relation- 
ship of the slide to the lesion. There ought to be telangiectasia or a tremendous 
lot of dilated vessels in the upper layers of the skin, and there are not. I studied 
the slide this morning; it apparently partakes of the curious aspect of deep involve- 
ment of Bazin’s disease. The aspect of the cutaneous layers is purely a locational 
matter. I should say this condition is lymphosarcoma or leukemia, and, if lympho- 
sarcoma, a metastasis. I have no definite idea to offer. I know of no other case 
in the clinic with which this particular specimen could be confused; but I have 
nothing to suggest except what my eyes behold — that it is a lymphogranuloma of 
some sort. I do not believe the condition is tuberculosis on the basis of the 
histologic or of the clinical observations. 

Dr. FRANK C. ComsBeEs: I have been much interested in the discussion. When 
I first saw the slide and the histologic report, I immediately thought as did 
Dr. Sharlitt — that the tissue preparation submitted belonged to another case. The 
section showed large masses of lymphocytic cells deep in the corium, although 
there was no clinical evidence of infiltration. In addition, there was no histologic 
evidence of any vascular dilatation to account for the clinical erythema. My 
original clinical diagnosis was erythema perstans, and I regret that I cannot change 
it at present. As. Dr. Highman says, there was no other case in the clinic, so 
far as he knows, with which the specimen could have been confused. However, 
it is foolish to discuss a case if we are in doubt as to the verity of the biopsy, 
so I hope to obtain another biopsy. I shall also do a graduated tuberculin test 
as Dr. Wise suggested. 


CasE voR D1AGNosis (LYMPHOBLASTOMA?). Presented by Dr. FrED WISsE. 


W. K., a Russian, aged 50, married, was first seen at the Post-Graduate Skin 
Clinic a week prior to presentation. The lesion on the right side of the back 
was of eight years’ duration; the lesion on the lett side of the chest was herpes 
zoster, of eight days’ duration. 

The patient applied for treatment of the zoster and did not complain of the 
lesion of eight years’ duration on the right side of the back. The latter consisted 
of a group of subcutaneous nodules, six in number, varying in size from one-fourth 
to three-fourths inch (6.3 to 19 mm.) in diameter, oval and not attached to 
the overlying skin; in other words, they were freely movable and painless 
subcutaneous nodules. The skin in the area of these nodules was brownish and 
presented several disseminated reddish and violaceous plaques with smooth, slightly 
atrophic surfaces and, in some areas, patches of superficial vascular dilatations. 
The patient did not submit to a biopsy, and the case was presented for diagnosis, 
with a tentative diagnosis of lymphoblastoma. The groins presented a moderate 
degree of adenitis; elsewhere adenitis was absent. 
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DISCUSSION 

Dr. W. J. HiGHMAN, Dr. J. FRANK FRASER, and others expressed the opinion 
that the diagnosis must rest on the microscopic observations. 

Dr. Frep WIsE: I gather from the discussion that it is not devoid of interest 
to bring a case of this kind without a histologic report. It is interesting to know 
what you think of the clinical diagnosis. I shall bring a pathologic slide at the 
next meeting if the patient will submit to a biopsy. 


DERMATITIS EXFOLIATIVA (METALLIC). Presented by Dr. BINFORD THRONE. 


Mr. R., white, aged 40, was admitted to the Skin and Cancer Hospital on 
Jan. 28, 1930. His occupation was upholstering and decorating; he mixed his 
own paints with lead and turpentine. 

The condition of the skin began two and a half years previously, with a pruritic 
and vesicular condition on the dorsum of the right hand; thence the rash 
spread and involved the right arm, the left arm and hand, the inner sides of the 
thighs and the scrotum. He was treated by many physicians with external 
applications and, as he stated, with injections of arsenic preparations. Roentgen 
treatment was also used. Other injections, both intravenous and intramuscular, 
were given. The nature of these was indefinite. Following these, the condition 
became generalized. 

On admission to the hospital, he showed a universal exfoliative dermatitis, with 
edema of the skin, crusting and oozing, associated with intense pruritus. There 
was also an intense pigmentation of the whole body. Chemical examinations of 
the blood at frequent intervals showed the following: chlorides, from 437.7 to 
499.1: sugar, from 84.2 to 120.8; urea nitrogen, from 7.5 to 16.9, and uric acid, 
from 2.16 to 4.5. Two determinations for calcium and phosphorus showed respec- 
tively calcium 8.9 and 10.1, and phosphorus 4 and 3.6. Blood counts showed nothing 
abnormal. The hemoglobin was 70 per cent. Examination of the urine for arsenic 
after injection of sodium thiosulphate showed 1.515 mg. per hundred grams of 
dried substance and 0.23 mg. of lead per thousand cubic centimeters of urine. 


The patient had received sodium thiosulphate intravenously three times a week. 
On the days when the injection was not given, he had received enteric coated 
tablets of the same preparation three times a day. 

The pruritus had been relieved; the edema and oozing of the skin had dis- 
appeared; and the pigmentation was decidedly less. 


DISCUSSION 

Dr. R. H. Rutison: It is remarkable for a patient to have had that exfoliative 
dermatitis for two years and a half and to have the condition cleared up as in 
this case in three months. 

Dr. G. M. MacKee: The patient has been carefully studied. The history 
and laboratory evidence indicates arsenic dermatitis. Also universal dermatitis 
is not infrequently caused by the heavy metals, especially arsenic. However, the 
deep, almost universal pigmentation exhibited by this patient is unusual; and while 
it may be due to arsenic or represent a pigmentation caused by the dermatitis in 
a patient who has an innate tendency, I think that the patient should be investigated 
for Addison’s disease or other endocrine dysfunction. 

Dr. S. M. Peck: This is an interesting case which should be studied from 
the point of view of pigment metabolism. It would be interesting to examine 
the patient’s urine for Brenzkatechin derivatives. A biopsy should be made and 
a dopa reaction done. The hyperpigmentation in this patient rests either on an 
increase in the oxydase or on an increase in propigments. The dopa reaction would 
tell us if the hyperpigmentation depends on an increase of his oxydase. I know 
of no other means of deducing whether there is an increase of propigments than 
that of finding Brenzkatechin or allied bodies in the urine. If the urine were 
negative for these substances, that possibility would still not be ruled out, because 
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in Addison’s disease we have no increased dopa reaction and the urine is negative 
for Brenzkatechin derivatives; and yet we can explain the hyperpigmentation only 
by assuming that there is an increase in melanogens. If the dopa reaction in 
this case is not very strong, the suprarenal function should be studied. 


Dr. Howarp Fox: Has any one ever seen a generalized pigmentation due 
to lead? Arsenic can produce such a pigmentation, and I shouid like to know 
whether lead also can do it. 

Dr. W. J. HicHmMan: I do not think that Dr. Throne meant to present 
it as a case of pigmentation due to a heavy metal, but as a case of exfoliative 
dermatitis. 

Dr. BInrorD THRONE: I think that the metal has a great deal to do with 
the pigmentation. 

Dr. W. J. HicHMAN: I have seen pigmentation after pityriasis rubra of 
Hebra and dermatitis exfoliativa (Wilson Brocq) and other erythrodermas. The 
pigmentation in this case may be explained as being secondary either to the metal 
poisoning or to the dermatitis itself, and it is accounted for and clarified in the 
modern sense as indicated by Dr. Peck in his discussion. But I should not rule 
out nonmetallic pigmentation without first ruling out a visceral condition. Dr. 
MacKee suggested Addison’s disease. Certainly the bronzed diabetes can be 
excluded, and, also, primary splenomegaly. Metabolic diseases must always be 
borne in mind in conditions as abstruse as in this case. 

Dr. J. F. Fraser: In regard to Dr. MacKee’s suggestion of Addison’s disease, 
a clinical feature of Addison’s disease that is not present in pigmentation from 
arsenic is the involvement of the mucous membranes. Are the mucous membranes 
involved in this case? 

Dr. BINFORD THRONE: No. 

Dr. J. F. Fraser: That fact and the history speak against Addison's disease. 

Dr. S. M. Pecx: I should have to examine the urine. In argyria, the dis- 
coloration of the skin is due to an actual deposit of silver just below the epidermis ; 
it has nothing to do with melanin pigmentation. The differential diagnosis is easily 
established microscopically by the position of the pigment. The fact that the mucous 
membranes are free from hyperpigmentation speaks against argyria. 1 do not 
believe that lead poisoning can produce a pigmentation such as this patient presents. 

Dr. BINFORD THRONE: In my opinion, the pigmentation may be due to two 
different conditions. In my work with Dr. Myers on the effects of the heavy 
metals, I have come to the conclusion that they act in a general way as do all 
toxins. Cases of syphilis have been seen with involvement of the suprarenals and 
extensive pigmentation that only responded to treatment when that gland sub- 
stance was added to the antisyphilitic therapy. In this case it is impossible to state 
definitely how much of the pigmentation is due to a deposit of the metals in the 
skin and how much is due to their action on the suprarenals. The local deposit 
in the skin, in my opinion, is responsible for a great deal of the pigmentation. 
The fact that with the elimination of the metal there has been a decrease in the 
amount of pigment seems to bear out the conception that a local deposit in the 
skin was of the most importance, although its removal from the suprarenals would 
enable those glands to regain their normal functions. Skin will be removed for 
chemical examination for lead and arsenic. Up to this time, the patient’s skin 
has been too sore to allow this. 

We do not yet know the actual effect of lead, although it seems to act like 
the other heavy metals. We have found it in eczema when no arsenic was present; 
it is constantly present in acrodermatitis chronica atrophicans, at times in 
scleroderma and alopecia areata. 


REPORTS ON CASES PREVIOUSLY SHOWN. 


Dr. E. F. Traub, reported on the case of a colored girl shown at the last 
meeting with a diagnosis of sarcoid. 
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It had been hoped to follow the case and obtain several biopsies in order to 
determine whether or not the lesions on the forearm, which had been caused by 
needle punctures, were keloids or sarcoids. As the patient was suffering with 
arthritis, she had been unable to attend the clinic. 

Dr. E. F. Traub also reported on the case of a girl shown at the last meeting 
for diagnosis. 

A complete blood count and differential count showed no deviation from the 
average normal. A thorough examination of the eyegrounds revealed the fact 
that the changes in this case might have been induced by either tuberculosis or 
syphilis. Since the last meeting, three more Wassermann tests and a Kahn test 
had all been negative in the face of further provocative treatment. 

Dr. C. M. Williams reported on the case of mycosis fungoides presented at 
the February meeting. When presented, Mrs. B. G., aged 31, had been almost 
covered with lesions. Most of these lesions disappeared under the use of arsenic, 
though one on the face did not respond until after two doses of roentgen rays. 
The patient was now in good condition. 


Regular Meeting, May 28, 1930 


Paut E. Becuet, M.D., President 


BasAL CELL EPITHELIOMA (MULTIPLE). Presented by Dr. FRED WIsE 


Mrs. A. C., aged 34, came to the Post-Graduate Skin Clinic on Feb. 10, 1930. 
At the base of the little finger of the right hand, ulnar aspect, she presented a dime- 
sized, warty lesion of “one year’s” duration which was clinically diagnosed as tuber- 
culosis cutis, but which on microscopic examination proved to be a typical basal 
cell epithelioma. Three months later, a verrucous lesion, about the size of a dime, 
appeared on the ring finger of tke left hand, on the proximal phalanx. This lesion 


was sharply defined and somew.:at pultaceous, and resembled a patch of localized 
tuberculosis cutis. 

The patient was presented for a clinical diagnosis of the new lesion on the 
left hand. The Wassermann reaction was negative. The tuberculin reaction was 
three plus with a dilution of 1: 100. 


DISCUSSION 
Dr. H. H. WuitreEHOusE: There is no question about the first lesion. The 
lesion on the finger resembles neither tuberculosis nor epithelioma. 


For Dracnosis (Kaposi’s SARCOMA?). Presented by Dr. J. J. ELLER. 


An American housewife, aged 43, was first seen at the New York Post-Graduate 
Skin Clinic on May 13, 1930, because of an eruption on the arms, legs and chest. 
There were no subjective symptoms, except a feeling of fatigue. She stated that 
three years previously she became anemic and fatigued. The lesions of the skin 
appeared at about that time and had been present since, with exacerbations. A 
transfusion was done; this was followed by many new lesions, which had persisted. 

The patient presented many pea-sized to coin-sized, firm, indefinitely outlined, 
violaceous tumors, especially over the extensor surfaces of the extremities. A 
biopsy was refused. 

The Wassermann test was negative. The blood count was: red blood cells, 
4,380,000; hemoglobin, 71 per cent; color index, 8; white blood cells, 4,200; small 
lymphocytes, 33 per cent; large lymphocytes, 5 per cent; polymorphonuclears, 
60 per cent; eosinophils, 1 per cent; basophils, 1 per cent; myelocytes, 0; abnormal 
cells, 0. 
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DISCUSSION 


Dr. R. H. Rutitson: I cannot make a diagnosis. It is not like any cas 
of Kaposi’s sarcoma that I have seen. 

Dr. W. J. HicguMAN: There are several features against the diagnosis of 
Kaposi’s sarcoma: the patient’s race and sex (Kaposi’s sarcoma being seen chiefly 
in men) and the location and appearance of the lesions. The eruption is chiefly 
on the trunk and upper part of the extremities, whereas in Kaposi’s sarcoma it 
is most profuse on the distal parts of the extremities, from which it gradually 
extends upward. Furthermore, the lesions do not have the purplish color often 
seen in Kaposi’s sarcoma. A positive diagnosis could be made only with the 
microscope. It is probably a tuberculid. 

Dr. E. R. MALoney: I cannot agree with the diagnosis of Kaposi’s sarcoma, 
but I agree with Dr. Highman that it seems to be a tuberculid, or it may be the 
Darier-Roussy type of sarcoid. 

Dr. J. FRANK FRASER: I disagree with the diagnosis of Kaposi’s sarcoma. 
I favor Dr. Highman’s view, but, as he said, the final diagnosis must rest on the 
histologic examination. 

Dr. E. F. Traus: A point against Kaposi's sarcoma that has not been brought 
up is the lack of the verrucous-like lesions that are almost invariably present on 
the great toe and occasionally on the adjacent toes in all instances of Kaposi's 
sarcoma. I believe the correct diagnosis has been given by Dr. Highman. 

Dr. H. H. WuitTenouseE: I do not think it is Kaposi’s sarcoma. 

Dr. FRED Wise: I believe that it is some type of tuberculosis. 


LINGUA GEOGRAPHICA TREATED BY ROENTGEN Rays. Presented by Dr. Howarp 
Fox. 


A. M., a woman, 28 years old, was first seen six years previously. At that 
time, the eruption had been intermittently present for ten years and had occasioned 


considerable annoyance. She was given three fractional doses of roentgen rays, 
and during the past six years had suffered from the eruption only slightly at 
times. The subjective symptoms which originally caused her to apply for medical 
assistance had been entirely absent since the treatment with the roentgen rays 


DERMATITIS PAPILLARIS CAPILLITII. Presented by Dr. C. M. WILLIAMs. 


W. M., a white man, with nothing important in his family or previous history, 
had had the disease presented for a little over a year. On the back of the neck, 
within the hair line and a little below, covering a space about 2 by 3 inches 
(5 by 7.5 cm.), was a group of reddish, rounded, rather firm papules. Some of 
these were crusted, apparently from scratching, and an occasional one contained 
a little pus. The majority, however, when curetted, yielded only a small amount 
of granulation tissue and showed no accumulation of either pus or sebaceous matter. 
Treatment with salves had been ineffective, but recently treatment with roentgen 
rays had been followed by a slight shrinkage of the lesions. This patient was 
presented for purposes of comparison with the next patient. 


For DiaGnosis (PAPILLARY DERMATITIS). Presented by Dr. C. M. WILLIAMS. 


C. A. W., a white man, had had the eruption presented for about six months. 
It involved the neck, extending from the back around the sides to the front of the 
chest, especially on the right side. The eruption consisted of small, rounded, rather 
firm papules separated by normal skin. There were no vesicles and no pustules. 
Some of the larger pustules were slightly umbilicated; they were not translucent 
and not shiny, and were usually rounded at the top. Pruritus was intense and 
had led to the production of an occasional boil, but apparently the infection had 
always been secondary. 
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DISCUSSION 


Dr. C. M. Witiiams: The lesions have been present for a year in one case 
and for six months in the other. I think the two are the same disease, and that 
the pathologic changes are of the same process, but that because the distribution is 
peculiar it has not acquired a name. It does not progress to pus formation. 


Dr. Frep Wise: I agree with Dr. Williams that the two types presented 
are closely related, but I would not make a clinical diagnosis of dermatitis papillaris 
capillitii on the condition on the anterior area of the neck. I think tue probable 
diagnosis is papular or lichenoid scleroderma. 

Dr. H. H. WuitreHovuse: I would make a diagnosis ot dermatitis papillaris 
capillitii in the first case. I do not see any relation between the two cases. The 
second one presents a lichenified eruption on the chest and neck which looks like 
atrophic lichen planus. A biopsy would probably throw some light on it. 

Dr. Howarp Fox: I agree that the first case is undoubtedly one of dermatitis 
papillaris capillitii. The condition in the second case is hard to name. I would 
call it a peculiar lichenoid eruption. Some years ago I showed before the society 
a lichenoid eruption that resembled this closely. No one was able to classify it 
or give a clue as to its causation. Later, following an operation on the gall- 
bladder, the eruption disappeared rapidly and completely. 

Dr. H. J. Schwartz: I agree with Dr. Williams that the first case is 
one of dermatitis papillaris capillitii. I cannot see any relation between the two 
cases. The other, I think concerns some type of lichenoid eruption. 

Dr. W. J. HicgHmMan: I think the interesting point made by Dr. Williams 
has been ignored by the speakers. He did not use the term dermatitis capillaris 
capillitii in speaking of the condition in the second patient, but said that the lesions 
in the two patients were analogous. The first patient shows an incipient form 
of this condition. The character of the lesions, the inflammatory basis, settles 
that. The finding of a tiny granuloma in the lesions in both cases is what urged 
Dr. Williams to indicate their similarity. The point that he made was that the 
essential natures of the lesions are identical. He raised the question whether 
this was not an infectious dermatitis in which the lesions are “ids,” as derma- 
tophytids are related to phytons. If this is true, it is an important consideration. 
The descriptive dermatologic term in either case is of no importance. They need 
not be named if their significance is studied and an analysis made for their 
underlying cause. 

Dr. F. C. Combes: I agree with the diagnosis in the first case, namely, 
dermatitis papillaris capillitii. I also agree in the main with what Dr. Highman 
has said. The location around the neck in the second case seemed to me to indicate 
some mechanical irritation as the exciting cause, whereas in the first case an 
infection was probably responsible for the keloidal formation. The patient com- 
plains of considerable itching, and the lesions are red and inflamed. The lesions 
belong, in my opinion, to the lichenoid group of diseases and have become keloidal 
as the result of some idiosyncrasy. 

Dr. C. M. Witttams: Dr. Highman has discussed the point that I wished 
to raise. We agree that one of the young men is suffering from dermatitis 
capillaris capillitii, although the keloidal tendency is less than one usually sees 
in that disease. The second case is presented because the lesions on the neck 
so closely resemble those seen in the first case, while the papules on the sides 
of the neck and on the chest make a diagnosis of dermatitis papillaris capillitii 
impossible. Nevertheless, the pathogenesis is, I believe, the same in both cases. 
There is a low grade chronic inflammatory process, such as we have learned to 
associate with parasites of attenuated pathogenicity or with a body the resistance 
of which has been raised by chronic infection, or with both. The occurrence of 
such inflammatory lesions on one part of the body rather than another is an 
entirely distinct problem. This second case does not strike me as presenting 
either the firm cellular infiltration that one sees in lichen or the fibrous infiltration 
seen in scleroderma. It is too soft. I do not think it is produced by scratching, 
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although a diagnosis of neurodermatitis was considered. The lesions are too soft 
and in many places too isolated. It is possible to get large nodular masses in 
cases of neurodermatitis, but I have never seen such nodular masses with normal 
skin between them. The first stage is a diffuse thickening, on the basis of which 
nodules develop. 


A Case For D1aGNosis (PEMPHIGUS?). Presented by Dr. Howarp Fox. 


S. H., a man, 38 years old, a Jewish musical composer, born in Hungary, came 
to the United States fourteen years prior to presentation. The eruption was first 
noticed seven months before presentation, appearing as a dime-sized oval patch 
on the trunk. New lesions had gradually appeared since. Some were discrete 
and others had coalesced to form large diffuse areas on the trunk, especially on 
the abdomen. The individual lesions were round or oval, from 1 to 2 cm. in 
diameter, and were covered with lamellar scales. On removal of the scales, a 
moist surface remained. At no time had any bullae been noted by the patient. 
Firm pinching of the normal skin was not followed by a bulla. The eruption 
had never been accompanied by any itching. It involved the trunk and extremities, 
but the mucous membrane of the mouth had not been affected. The patient 
had not lost weight and appeared to be in good general health. He had been 
treated by several physicians, one of them giving the following laboratory report: 
“The Wassermann test was negative; the urine showed nothing abnormal; the 
hemoglobin was 77 per cent; red cells, 4,895,000; white cells, 9,600. The differ- 
ential count showed a relative lymphocytosis, the polymorphonuclear cells being 
44 per cent, the large lymphocytes 40 per cent, the small lymphocytes 14 per cent 
and the transitionals 2 per cent. The phytopharmacologic test by Drs. Pels and 
Macht showed a normal reading (70). 

Examination was made of the nose and throat by Dr. Potts of Omaha on 
Dec. 21, 1927. “At that time, examination showed the septum to have a low 
shelving spur to the right. The mucous membrane of the nose was pale and 
swollen. Some purulent secretion was present in the right naris. Transillumina- 


tion showed the right frontal sinus shaded and the antra moderately shaded.” 
On Sept. 19, 1928, the patient underwent a submucous resection of the nasal 
septum and a right ethmoidectomy. 


DISCUSSION 
Dr. Frep Wise: I agree with the presenter that the patient has a low 
grade, slowly progressing pemphigus of the type published by Senear. 
Dr. R. H. Rutison: I agree with Dr. Wise. 
Dr. H. H. Wuitrenouse: I think it will subsequently prove to be pemphigus. 
Dr. Howarp Fox: I hesitate to make a diagnosis of pemphigus unless forced 
to it. In spite of the lack of certain features usually seen in pemphigus, I feel 
that pemphigus is most probable, the type being that recently described by Senear. 


BASAL CELL EpPITHELIOMA ON BasBy Twenty-FivE Montus OLp. Presented 
by Dr. E. F. Travs. 

A. K., a boy, aged 25 months, born in New York City of Jewish parentage, 
presented a basal cell epithelioma of the left cheek. There was no history of 
skin disorder in the family. This was the first baby. The mother was certain 
that the lesion had not been present at birth and did not appear until the second 
year. When the child was 17 months old, a small brownish elevation was first 
noticed on the center of the left cheek. This closely resembled a lightly pigmented 
nevus without any hair growth. The lesion was superficially removed when the 
child was 23 months old, and on examination the tissue showed the clumps of 
basal cells. At the time of presentation, two months later, there was distinct 
evidence of a regrowth of the original lesion, with evidence of a rolled pearly 
border. 
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DISCUSSION 

Dr. R. H. Ruvison and Dr. J. J. ELLER agreed with the diagnosis. 

Dr. W. J. HicHMaNn: It is an interesting case. It is undoubtedly what it 
is presented as being. The slide proves it, and the color of the child makes me 
think that it may be the beginning of a postponed case of xeroderma pigmentosum. 
It would be well to watch the child from that standpoint. He is freckling, but 
has the complexion and bronzed hair —not red —that go with simple freckling. 

Dr. C. M. Wirrrtams: I agree with the diagnosis. There seems to be a 
recurrence around the scar. 

Dr. Howarp Fox: I think this is one of the rarest cases that has been 
presented before this society, an undoubted epithelioma in a young child. I 
recently had occasion to quote the statistics of Warthin as to malignant diseases 
in early life. He showed that epithelioma in childhood is extremely rare. 

Dr. H. H. WuirenHouse: I agree with the diagnosis. In my experience, 
they are extremely rare in children. The recurring border at the upper edge is, 
however, characteristic. 

Dr. Traus: I did not question the mother about the possibility of this being 
an early xeroderma pigmentosum, but I got the impression that this was the first 
skin disorder that had occurred in any member of the family. Before the removal 
of the lesion, epithelioma as a diagnosis did not suggest itself to us, and we were 
much surprised to see the report from the laboratory. Now, there is a distinct 
border, and the diagnosis of epithelioma can readily be made clinically. 


CASES FOR DIAGNOSIS (ADENOMA SEBACEUM OR BENIGN CysTIC EPITHELIOMA, 
Two Cases). Presented by Dr. C. M. WILLIAMS. 


1. Mrs. S. S., aged 34, stated that the eruption presented began when she 
was 18 years old, and had increased slowly since. It consisted of rounded, pink, 
firm masses on the nose and upper lip. 

The pathologic report was as follows: The slide shows epidermis that is 
thin. All rete pegs are obliterated. Scattered throughout the corium are numerous 
cross-sections of hair follicles, hornified cysts and islands of basal cells containing 
some cysts. There are several inflammatory areas consisting of foreign body 
giant cells. Diagnosis: Benign cystic epithelioma. 

2. Miss H. S., aged 21, a sister of Mrs. S. S., stated that the eruption from 
which she suffered began when she was 18 years of age. It consisted of a few 
pink, rounded elevations in each nasolabial fold. 

The pathologic report was as follows: The section shows islands of basal 
cells, a few showing some cysts. Only at the periphery of the lesion are there 
any sebaceous glands. From the section at hand, if benign cystic epithelioma 
can be excluded, the lesion is a basal cell epithelioma. The diagnosis was benign 
cystic epithelioma (?), basal cell epithelioma (?). 


DISCUSSION 


Dr. Howarp Fox: The differentiation between the two conditions is some- 
times difficult. The microscope must settle the diagnosis. 


Dr. J. F. Fraser: The clinical appearance is rather that of benign cystic 
epithelioma. I should like to study a section microscopically. The lesions 
probably have their origin from embryonic remnants that under normal conditions 
would have developed into sweats ducts. 


Dr. E. F. Traus: These two sisters present a most interesting picture, and 
it is surprising what different impressions are made on various observers by the 
appearance of these lesions. The waxy appearance of the individual nodules with 
only a moderate amount of telangiectasia extending from the normal skin over 
the elevation of the nodule clinically suggested multiple benign cystic epithelioma 
rather than adenoma sebaceum. It is true, however, that none of the lesions 
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were cystic, and the fact that the disease was present in two sisters would seem 
to favor the diagnosis of adenoma sebaceum. 

Dr. FRED WIsE: I agree with Dr. Fox. 

Dr. W. J. Hicuman: I do not know whether or not Dr. Williams was 
referring to adenoma sebaceum of Pringle. That disease has certain definite 
clinical features that need not here be repeated. Histologically, the lesions ar« 
minute fibromas. Reitmann, in Vienna, published his observations in the Archiz 
fiir Dermatologie in 1909, pointing out that this differed entirely from true 
adenoma sebaceum, which is exceedingly rare. I think that twenty dermatologists 
together have not seen more than one case of true sebaceous adenoma in their 
combined lifetime. The present eruption does not look clinically like multiple 
benign cystic epithelioma, as that term is generally used, synonymous with a 
dozen other terms. Neither do I think it is adenoma of the sweat glands, which 
is almost as rare as adenoma sebaceum. If this is true adenoma sebaceum, as | 
think it is—by which I do not mean hyperplasia of the oil glands but a new 
growth—it remains for the microscope to reveal the fact. Personally, I should 
favor the diagnosis of true adenoma sebaceum, but not in the sense of Pringle. 


A CASE FOR DIAGNOSIS (PSEUDOXANTHOMA ELASTICUM vs. MORPHEA). Pre- 
sented by Dr. Howarp Fox. 


E. K., a school girl, 15 years old, first noticed the eruption following a severe 
sunburn seven years prior to presentation. She stated that the eruption appeared 
suddenly, and since its onset had not changed in appearance or extent. There had 
never been any itching, the only subjective symptom being a slight burning sensa- 
tion when the lesions were touched. The eruption was situated on the right side 
of the neck, extending from the manubrium on the clavicular region to within an 
inch of the vertebral column, occupying an area of about 5 by 2 inches (12.5 by 
5 cm.). It consisted of numerous linear or broad bandlike superficial patches 
of various sizes, which were sharply demarcated and slightly elevated, and of 
semisolid consistency. The surface was smooth, shiny and of a yellowish, waxy 
color. The patient was of medium size and apparently in fair health. She had 
suffered from a mild enlargement of the thyroid for the past four years. For 
eighteen months, she had taken thyroid extract, without any effect on the eruption. 
No similar disease had ever been noted in any member of her family. 

Note.—The histologic observations made subsequent to the presentation were 
as follows: The epidermis was normal. The elastic tissue was slightly swollen. 
The vessels were somewhat dilated at all levels, and a slight swelling of the 
collagen fibers with ramification in the hypoderm, definitely ruled out pseudo- 
xanthoma. The picture favored early morphea. 


DISCUSSION 

Dr. E. F. Traus: I think that pseudoxanthoma elasticum is the more likely 
diagnosis. 

Dr. FRED Wise: I think that clinically the condition is pseudoxanthoma 
elasticum. Has the possibility of colloid degeneration of the skin been thought of ? 

Dr. W. J. HicHMAN: I think it is morphea. Dr. Kingsbury had a case of 
pseudoxanthoma elasticum about twelve years ago, in which I made the his- 
tologic studies. I have seen two or three other cases, and one of the charac- 
teristic features is that when you close your eyes the lesions are impalpable. These 
lesions are distinctly palpable; they feel as if they were elevated; they also have a 
whitish color like morphea, and I should favor that diagnosis. 

Dr. Howarp Fox: I am interested to see that others like myself are puzzled 
by this eruption. My first diagnosis was morphea, but on further thought I felt 
that pseudoxanthoma elasticum was a more probable diagnosis. According to 
the article by Throne and Goodman, who collected about sixteen cases from the 
literature, it would appear that there is no color in this eruption that can be 
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considered characteristic. The disease is so rare that one should hesitate about 
making a positive diagnosis. 


DERMATOLYsIS. Presented by Dr. E. F. Travs. 


M. P., a stenographer, born in the United States twenty-one years ago, stated 
that no disturbances of the skin or underlying tissues were noticed until about 
a year and a half prior to presentation; at that time, a marked increase in tissue 
appeared about both thighs and buttocks. On the trunk, tiny tumor-like growths 
that, however, disappeared on pressure gradually made their appearance. As 
presented, the patient exhibited a number of the small, atrophic tumors closely 
resembling the condition described as multiple benign tumor-like new growths of 
the skin, first described by Schweninger and Buzzi. The lesions were also indis- 
tinguishable from some of the soft fibromas found in von Recklinghausen’s disease. 
It was difficult to determine whether the pendulous tissue about the thighs was 
due to a loss of elasticity of the skin or to an increase in the fatty or subcutaneous 
tissue. The patient was presented because of the rapid increase in size of the 
pendulous masses on the thighs, and suggestions for treatment were requested. 


DISCUSSION 
Dr. F. C. Compes: The patient impresses me as having something wrong 
with the elastic tissue of the skin and subcutaneous fat. On her shoulders, she 
has small areas similar to those described by Schweninger and Buzzi, and also 
seen in neurofibromatosis. The bogginess of the thighs and upper part of the 
arms suggests an atrophy of the elastic tissue supporting the fat rather than 
abnormality of the fat itself. The tissue of the thighs and upper arms seems to 
lack normal support. The skin over these areas is normal, except for a few 
coin-sized areas. 


\ CASE FOR DIAGNOSIS (GRANULOMA ANNULARE?). Presented by Dr. F. C. 

CoMBES. 

L. B., a woman, aged 27, gave a history of the irregular appearance and dis- 
appearance over a period of eight years of an zruption on her cheeks and fore- 
head. Previous attacks had lasted several months and resolved spontaneously. 
The eruption presented had appeared eight months previously. The only sub- 
jective symptom was slight pruritus. On each cheek were several reniform, raised, 
firm lesions consisting of pea-sized nodules on a dusky erythematous base. Many 
of the nodules coalesced, causing a festooned lesion; some were crusted and of a 
purplish-red color with a suggestion of yellow apexes. On pressure, the lesions 
were flesh colored. There was no loss of skin substance evident nor any 
glandular enlargement. There was no history of ingestion of drugs etiologically 
related. The results of roentgen examination of the lungs and of the Wasser- 
mann test of the blood were negative. There was no family history of any 
significance. The condition had improved somewhat in the last week without 
treatment. 

The histologic diagnosis was noninfectious granuloma. 


DISCUSSION 

Dr. Frep Wise: I have never seen a case comparable to this. As far as 
clinical diagnosis is concerned, I cannot offer one, but the general appearance is 
that of a fulminating type of granuloma annulare, if there is such a thing. 

Dr. R. H. Ruttson: I think the patient has a drug eruption. 

Dr. J. J. Evver: I agree with Dr. Rulison that it is either a bromide or 
an iodide eruption, in spite of the history. 

Dr. W. J. HiGHMAN: Clinically, Dr. Wise’s conception of the case is justified 
so far as the left cheek is concerned. On the other side, it is reniform, like a 
gumma. There is just as much reason to believe it is a gumma as that it 
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is annular granuloma; but of course it is not syphilis. The history of th 
ingestion of drugs by this intelligent and well-meaning young individual is 
very sketchy. She has taken two doses of bromoseltzer in her life, had a cough 
medicine when a child, and when constipated has taken magnesia. I saw the 
case clinically before I saw the specimen that I studied, and 1 was inclined then 
toward syphilis. I was unprepared for what I found under the microscope, a 
massive infiltration of the ordinary granulomatous type, with a large number of 
eosinophils. Immediately I thought of a bromide or an iodide eruption. This 
evening I questioned her, with the negative results stated. To my mind, the 
histologic picture does not explain the condition any more than does the clinical 
picture. It may be possible that the eruption belongs in the nodular urticarial 
group, which would explain the eosinophils. It also occurs to me that it might 
be a form of Hodgkin’s disease, since that is rich in eosinophils. 

Dr. C. M. WiLtiams: I am not yet satisfied that drugs have been ruled out. 
She said that she was not in the habit of taking bromoseltzer, but I understood 
that she took plain bromides occasionally, and clinically it suggests a bromide 
eruption rather than anything else. 

Dr. Howarp Fox: I think Dr. Wise’s conception of the case is reasonable. 
The elevated lesions of slightly pinkish color certainly look like granuloma 
annulare, even though the diffuse redness and edema do not suggest this disease. 
I cannot conceive of this being a gumma, on account of the symmetry and the 
long duration with no tendency to undergo necrosis. The urine should be 
examined for both iodine and bromine. I recently had occasion to use the Belote 
test for bromine in the urine and found it to work satisfactorily. 

Dr. E. R. MAtoney: Dr. Wise expressed exactly what I think. Clinically, 
the condition is tuberculosis of the granuloma annulare type, in spite of the his- 
tologic picture. 

Dr. E. F. Traus: Apart from the elevated circinate eruption, there is a 
marked erythema on both cheeks, accompanied by some inflammation around the 
borders of the lesion. Nevertheless, I feel that Dr. Wise’s suggestion as to the 
diagnosis is probably the more likely one; though I feel that erythema perstans 
should be considered, particularly if she has had no treatment that might have 
evoked the present erythema. 

Dr. Frep Wise: Iodine and bromine never produce the distinct old ivory 
yellow color of the papules that form half a ring in this eruption. 

Dr. F. C. Compes: I have been much interested in the discussion. We can 
rule out syphilis, without hesitation. As to granuloma annulare, it is suggestive, 
but the lesions are much too inflammatory and the histologic examination is 
nothing like it. As to erythema perstans, it is more than an erythema, and 
between attacks the skin clears completely, without any atrophy or scarring. As 
regards a therapeutic test by roentgen treatment, may I say that the lesions have 
improved considerably in the last week without any treatment? It is a question 
in my mind whether we could differentiate spontaneous improvement from that 
following roentgen therapy. Personally, I think it is due to one of the halogen 
group of drugs, in spite of the fact that she denies taking either bromine or 
iodine. I will give her some sodium chloride intravenously and then examine her 
urine for the presence of these drugs. 


A Case FoR DtaGNosis (TUBERCULOsIS?). Presented by Dr. Howarp Fox 


N. G., aged 18, a full-blooded Negress born in the United States, had suffered 
from the eruption presented for nine months, the majority of the lesions having 
appeared within the past two months. It was located on the back of the neck, 
trunk, and arms, and consisted of elevated, moderately firm, discrete papules 
varying in size from that of a pinhead to that of a small pea and showing no 
tendency to grouping. The lesions were flesh colored, smooth and shiny, and 
showed no evidence of scratching. Some of them were distinctly umbilicated, 
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suggesting molluscum contagiosum, though no contents could be expressed from 
them. There was no history of syphilis, but the Wassermann reaction was strongly 
positive. A histologic examination of tissue from one of the more recent lesions 
on the trunk yielded observations as follows. The entire cutis contained disks of 
infiltration distinctly outlined and situated in a slightly infiltrated background. 
The infiltration consisted of the ordinary cells seen in inflammatory processes, 
some giant cells being found both in the foci and in the diffuse areas. In places, 
there are spaces fusiform in outline that look as if fatty acid crystals had been 
present. The arrangement oi the foci is not that of tubercles, and the entire 
picture suggests xanthoma tuberosum. The clinching point would be a fat 
examination. 

NotE.—Subsequent to presentation, a chemical examination of the blood was 
made for cholesterol, which showed a normal amount —163 mg. per hundred 
cubic centimeters of blood. 

DISCUSSION 


Dr. J. F. Fraser: I suggest the diagnosis of xanthoma. 


Dr. E. R. MALoney: I suppose that because of the pathologic report we 
should rule out positively both syphilis and tuberculosis. However, the lesions 
in this case are papules and nodules, and the color is that seen in tuberculosis ; 
many of them are umbilicated, which we also find in tuberculosis of the skin. 
I cannot quite eliminate the clinical diagnosis of tuberculosis, even though the 
histologic diagnosis is against it. I cannot see any evidence of xanthoma. 

Dr. H. J. Scowartz: Clinically, I would agree with the diagnosis of xanthoma 
tuberosum. 

Dr. W. J. HiGHMAN: It was one of the newer lesions that was submitted 
for examination. It is a massive infiltration in the cutis adjacent to the sub- 
cutaneous tissue. The foci are densely packed together; they consist of curious 
cells, probably round cells, with spaces among them. There is a subepidermal 
bleb, which means nothing but interference with the circulation. There are none 
of the histologic evidences of tuberculosis. I should say that syphilis cannot 
be ruled out, but I refuse to make any diagnosis without further study being 
carried out on the tissue. I am anxious to see what it will prove to be. 

Dr. F. C. Compes: Clinically, the condition looks like xanthoma. As regards 
tuberculosis, I should think there would be more evidence of destruction of tissue, 
particularly in the older lesions around the neck. There is little umbilication 
present, not sufficient for the length of time the disease has been present. 

Dr. Frep Wise: I favor the diagnosis of tuberculosis of the disseminated 
papular variety. I believe that during certain stages of development and evolu- 
tion in this type of lesion, the histologic picture might present only the banal 
inflammatory reactions seen also in papulonecrotic tuberculids; at a later stage 
of development, the microscope often reveals a typical tuberculous structure. I 
therefore suggest that lesions in different stages of evolution be examined micro- 
scopically, and that the Mantoux test be done. 

Dr. H. H. WuitenouseE: The color looks like that of xanthoma, but in the 
colored race that is difficult to evaluate. I am inclined to agree that probably 
it has a tuberculous basis. 

Dr. Howarp Fox: I do not think this is xanthoma and I do think it is 
tuberculosis. As has been said, some of the lesions are unquestionably umbilicated. 
When I first saw the patient, the lesions even suggested molluscum contagiosum, 
a diagnosis that was, however, easily excluded. There are no lesions on the 
buttocks, which is a common location in cases of extensive xanthoma. Further- 
more, I do not think that the color of the lesions is suggestive of xanthoma. Even 
in the Negro race one can see redness in scarlet fever, and I think that xanthoma 
would show more yellowish color than this. The color suggests tuberculosis more 
than xanthoma. The lack of tuberculous structure shown in the histologic section 
may, as Dr. Wise stggested, be due to the comparatively short duration of the 
lesion examined. 
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Von RECKLINGHAUSEN’S DISEASE IN A NEGRO. Presented by Dr. Howarp Fox. 

W. H., aged 56, a Negro porter, dark skinned, apparently full blooded, had 
an eruption that appeared at birth, and as presented was profuse, affecting the 
face, trunk and extremities. It consisted of numerous tumors of varying sizes 
and « moderate amount of pigmented macules. His mentality appeared to be 
normal. A brother who died at the age of 52 had been similarly affected, and 
a sister, 28 years old, presented an equally profuse eruption. 


LICHEN PLANUS ANNULARIS INVOLVING THE Mucosa. Presented by Dr. Frep 

WISE. 

A Russian pedler, aged 47, married, was admitted to the New York Post 
Graduate Skin Clinic on May 27, 1930. On tke buccal mucosa and tongue were 
numerous irregular-shaped areas of whitish elevated lesions, with lacelike reticula- 
tion. The arrangement of the lesions was similar on the tongue and on the 
buccal mucosa. On the body were three lesions, each 1 cm. in diameter, two 
of them on one shoulder and one on the other. These consisted of annular forma 
tions with clear centers and distinctly elevated pinkish-brown borders. There 
was one semicircular papular lesion on the corona of the penis. The duration 
was about five months. The patient complained of pain on the tongue, but was 
unaware of the existence of the skin lesions. 


Sarcorp. Presented by Dr. F. C. ComBes. 

I. B., a man, aged 64, gave a history of the spontaneous appearance of lesions 
on his right forearm about a year previously. These disappeared under treatment 
in about three months. Six weeks prior to presentation, similar lesions appeared 
on the left forearm; and five weeks later another had appeared on the right 
forearm. 

Examination showed on the posterior aspect of his left forearm several well 
defined, discrete, circular, erythematous patches, not perceptibly raised above the 
skin surface. They varied from 2 to 3 cm. in diameter and were covered with 
fine, slightly adherent branny scale. The surface showed few telangiectases. On 
palpation there was a definite deep infiltration present. He had one similar lesion 
on the right forearm. 

Histologic examinations showed the microscopic character of sarcoid, probably 
of the Boeck type. 


REPORT ON CASE PREviouSLY ExuiBITED. Dr. F. C. ComBEs. 

Dr. Combes reported on the patient with possible sarcoid (D. A., aged 11) 
shown at the last meeting. A second biopsy was taken and was identical with 
the original one. The condition of the patient remained the same, the lesions 
presenting no clinical evidence whatever of infiltration. The tuberculin test had 
not yet been done. The patient had been given a clinical and fluoroscopic examina 
tion, without any evidence of systemic tuberculosis being disclosed. Dr. Combes 
said he would report again on the case in the fall. 
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A Case For DraGNosis. Presented by Dr. H. N. Coie and Dr. J. R. DRIVER. 


S. S., a boy, aged 5, presented many tiny pale flat papules on the dorsa of 
the hands and on the forearms and cheeks, of two months’ duration. The eruption 
was pruritic. 





SOCIETY TRANSACTIONS 


DISCUSSION 

Dr. J. E. FisHer: At first, I considered the possibility of juvenile warts or 
light sensitization, but I favor a diagnosis of lichen urticatus. 

Dr. H. J. PAarKHuRsT: I agree with a diagnosis of lichen urticatus, and I feel 
that the removal of the infected tonsils may benefit the condition. 

Dr. E. W. NETHERTON: The condition is worse in summer, like hydroa 
aestivale. It may be due to sensitization. 

Dr. StipNEY LittMAN: The distribution is not that of hydroa aestivale. 
favor a diagnosis of prurigo mitis. 


PSORIASIFORM SYPHILID (?). Presented by Dr. H. N. Core and Dr. J. 
DRIVER. 


Mrs. W. M., aged 21, presented a generalized eruption of erythematous papules 
the size of a pea with dry scales, especially on the extensor surfaces of the arms 
and legs, and on the back and buttocks. There were a few deep-seated papules 
on the palms and soles. Two months previous to presentation, the lesions had 
been confined to the arms, and a diagnosis of psoriasis had been made. The 
patient stated that throughout her life she had had recurrent attacks of “eczema.” 
Her husband had been seen with a secondary syphilid in December, 1929, and 
her Wassermann reaction was strongly positive. Treatment with the arsphen- 
amines, inunctions of mercury and potassium iodide, had been started on April 11, 
1930, and some improvement had been noted. 


DISCUSSION 

Dr. R. E. BARNEY: The possibilities are psoriasis or psoriasiform syphilid. 

The fading under treatment and the positive Wassermann reaction is in favor 
of syphilis. But there is no lymphadenitis. I favor a diagnosis of psoriasis. 

Dr. Hacore MiskjtaAn: In February, the patient had typical psoriasis. The 

lesions on the knees and legs were not infiltrated, and she presented the seborrheic 


type of psoriasis on the scalp and behind the ears. Also there was a corymbriform 
syphilid, the lesions simulating those of psoriasis. 


Dr. StpNEY LittMAN: At first the eruption was psoriasis, but I feel that the 
present manifestations are probably syphilitic. 

Dr. J. E. FisHer: This is a case of psoriasis in a syphilitic patient. She 
stated that she had “eczema” for years. 


PEMPHIGUS IMPROVED UNDER QUININE SULPHATE. Presented by Dr. H. N. 
CoLe and Dr. J. R. Driver. 


J. W., a man, aged 42, had been presented several times before, and at the 
meeting of March, 1930, Dr. Norris had suggested treatment with quinine sulphate. 
Thirty grains (1.95 Gm.) were then administered, three times daily, and the dose 
had had to be reduced to 10 (0.65 Gm.) and finally to 5 grains (0.32 Gm.). After 
two weeks of this treatment, no new bullae had appeared. 


PELLAGRA (ALCOHOLIC). Presented by Dr. H. N. Coie and Dr. J. R. Driver. 


\V. T., a Negress, aged 24, stated that she had drunk much alcohol and eaten 
little, until January, 1930, since which time she had abstained from alcohol. There 
vas a dry dermatitis with secondary infection about the nose, eyes and mouth. 
lhe mucosa of the tongue and of the vagina was beefy red. The arms and legs 
were tender, and they were said to be numb. There had been diarrhea. The 
ondition was of two and one-half months’ duration. 


\ CAsE FoR DraGNosis. Presented by Dr. H. N. CoLe and Dr. J. R. Driver. 


J. K., a baker, aged 60, stated that three or four weeks previous to presentation 
he had wiped his face with “jute sacks” stained with red and blue ink, and that 
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a dermatitis had soon developed in these areas. It had persisted, involving also 
the axillae and the right cubital region, and bullae had appeared. There were 
no subjective symptoms. There were many small tense and large flaccid bullae. 


DISCUSSION 


Dr. L. J. Carson: The condition seems to be dermatitis herpetiformis or 
pemphigus, and I favor a diagnosis of pemphigus. 


LICHEN SCROFULOSORUM. Presented by Dr. H. N. Cove and Dr. J. R. Driver. 


U. L., a Negro girl, aged 6, presented a generalized eruption of coin-sized 
patches of tiny follicular capules. Hilus tuberculosis and phlyctenular keratitis 
were also present; there was a leukopenia, and the tuberculin reactions were 
positive (1: 100,000 and 1: 10,000). 


TINEA CoRPORIS: TRICHOPHYTID. Presented by Dr. H. N. Cove and Dr. J. R. 

DRIVER. 

C. B., a Negro boy, aged 11, presented a generalized eruption of tiny follicular 
papules, with a tendency to grouping. There were also several large coin-sized, 
crusted, pruritic patches on the back, thighs and legs, with some pustular areas. 
The patches were of seven weeks’ duration. The Wassermann reaction and 
tuberculin test had been negative, and no fungi had appeared on cultures. 


DISCUSSION 

Dr. H. J. ParKuHuRst: The two cases are interesting examples of a similar 
tissue reaction to different etiologic factors. 

Dr. H. N. Core: In the second case the negative tuberculin reaction excludes 
the possibility of lichen scrofulosorum. It is unusual to have a trichophytid with 
a superficial type of tinea, and the cultures are negative. Therefore, I consider 
it a possible case of ecthyma with infectious eczematoid dermatitis. 

Dr. Hacore MiskjtAn: The follicular papules on the back do not look like 
lesions of infectious eczematoid dermatitis. 

Dr. SipNEY LittTMAN: Even with negative cultures, we have considered 
this a case of tinea corporis with lichenoid trichophytid. 


A Case For DracGnosis. Presented by Dr. E. W. NETHERTON, 


A Negro, aged 38, a fireman, with no family history suggesting tuberculosis, 
presented several smooth or slightly scaly, flat, well defined, raised, brownish, 
granulomatous lesions varying in size from that of a pinhead to that of a pea on 
the right cheek; near the right corner of the mouth; on the left upper eyelid near 
the outer canthus, and around the nares. The lesions were definitely infiltrated, 
with no ulceration, but the lesion on the eyelid and the one at the corner of the 
mouth showed some central depression with slight scaling or crusting. The palate 
showed a diffuse granulomatous infiltration, with deep fissuring in its central 
portion. There were large soft subcutaneous tumor masses on the dorsal and 
radial surfaces of each wrist, and generalized lymphadenopathy. The patient 
presented signs of pulmonary syphilis, and the Wassermann reaction was strong]l) 
positive. 

DISCUSSION 

Dr. HaGorE MiskKjJIAN: The process seems to be tuberculous. There are 
tiny yellowish punctate on the palate. 

Dr. H. J. ParKuurst: The condition on the face seems to be miliary tuber 
culosis, and the soft tumors about the wrists may also be tuberculous. 

Dr. E. W. NetHERTON: I feel that the entire process is tuberculous, but | 
cannot pass on the x-ray plates. Two radiologists have studied them, and neither 
considers them tuberculous. 
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Dr. B. LEvINE: 1 have seen two cases of pulmonary syphilis with all signs 
of tuberculosis. 

Dr. H. N. Cote: I should like to have a biopsy on the lesions on the wrists. 
They may be tuberculosis of the hypoderm (Wende). I should also check up the 
tuberculin reactions. 


A CASE FoR DraGnosis. Presented by Dr. H. N. Core and Dr. J. R.’ DRIvER. 


J. S., a Negro, aged 29, said that he had had a “boil” on the left side of the 
forehead two years previous to presentation, which had failed to heal permanently 
after incision. Three months before the time of his presentation he had jolted 
his elbow severely while cranking an automobile. The elbow had swollen, and 
after incision the wound had failed to heal. There was a large coin-sized granu- 
lating area on the left side of the forehead, and the right elbow was greatly 
swollen and presented a granulating ulcer. It was tender and painful. Roentgen 
studies showed humeral and ulnar periostitis, and also destruction of intervertebral 
disks in the lumbar spine. The Wassermann reaction was strongly positive. 


DISCUSSION 
Dr. C. G. LaRocco: The fungating mass on the elbow is apparently 
sarcomatous. The lesion on the skull is possibly tuberculous or syphilitic. 
Dr. H. N. Core: I consider it a case of tuberculosis colliquativa. I feel that 
the lesion on the elbow is a tuberculous gumma. The forehead and spine show 
changes which have been considered tuberculous. 


CONGENITAL SYPHILITIC ARTHRITIS. Presented by Dr. H. N. Cote and Dr. 
J. R. DRIver. 
A. W., a white boy, aged 8, presented a painful swelling of the knees. On 
admission to the hospital, five months previous to presentation, the hips and ankles 
had also been involved. There was also an interstitial keratitis of the right eye 


and the teeth were suggestive of congenital syphilis. The joints showed effusion 
but no pathologic condition of the bone. The Wassermann reaction was anti- 
complementary. 


PSORIASIS WITH EXTREME CHANGES IN THE NAILs. Presented by Dr. H. N. 

Cove and Dr. J. R. DRIVER. 

F. G., a man, aged 39, presented many large erythematous, scaling patches, 
of general distribution, and pronounced changes in all of the finger-nails and 
toe-nails. 

DISCUSSION 

Dr. H. N. Cote: This involvement of the nail is very unusual for psoriasis, 
but I consider it psoriatic. Clinically it cannot be differentiated from tinea unguium. 

Dr. H. J. PARKHURST: I was interested in the pustular element of the process 
about the nail beds. Recently I saw a woman develop extensive miliary pustular 
lesions in large coin-sized psoriatic patches on the legs, while typical psoriatic 
lesions persisted elsewhere. It resisted treatment. 


A Case FoR DiaGNosis. Presented by Dr. H. N. Coie and Dr. J. R. DRIVER. 


J. M., a man, had a small palm-sized, sharply outlined, irregular, punched-out 
ulcer on the right leg, of three weeks’ duration. 


DISCUSSION 
Dr. StpNEY LitrMANn: The lesions are kidney-shaped, with clean base. 
consider them gummas. 
Dr. B. Levine: The slough at the center of one lesion suggests dermatitis 
factitia due to phenol. 
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A CAsE FoR DraGnosis. Presented by Dr. H. N. Cote and Dr. J. R. Driver. 


F. K., a man, presented many small erythematous and slightly scaling patches 
limited to the bearded region of the cheeks and upper lip, of eight years’ duration. 


DISCUSSION 

Dr. B. Levine: At first I considered the condition sycosis vulgaris, but no 
individual follicles seem involved, and the uniformity and scaling suggest lupus 
erythematosus. 

Dr. C. C. BARRETT: The possibility of lupus erythematosus must be considered, 
but there is practically no atrophy and no follicular plugs. The eruption is con- 
fined to the bearded region, and it has the indefinite border and color of sycosis, 
even though no pustules are seen at this time. 





MANHATTAN DERMATOLOGIC SOCIETY 
M. B. ParounaGiAn, M.D., Secretary 
May, 1930 


Davip L. SATENSTEIN, M.D., Chairman 


VON RECKLINGHAUSEN’S DISEASE. Presented by Dr. GEorRGE C. ANDREWS. 


H. P. I., one month prior to presentation had come to the Vanderbilt Clinic. 
Examination showed multiple soft nodules over the body. He had first noticed 
nodules on the left wrist two years previously, and stated that they had gradually 
become generalized. He aiso complained of brown spots scattered over the body. 
There was no tenderness in any of the lesions. The generai health had been 


good, and there had been no change in weight, no cough or headaches. The 
patient stated that he had never been sick. There was no history of a similar 
condition in his family. 


DISCUSSION 

Dr. Howarp Fox: We have just seen at the University Clinic an extensive 
case of von Recklinghausen’s disease in a full-blooded colored man. Two other 
members of the family also have the same disease. Has any one present ever 
seen this disease in the Negro? I discussed this question the other day with 
Dr. Hazen in Washington, who said that he had never seen such a case. 

Dr. BENJAMIN Ocus: In all the time I have been at the Harlem Hospital 
[ never saw one in a Negro. 


MELANOTIC WHITLOW. Presented by Dr. GEoRGE C. ANDREws. 


Mrs. R., aged 47, had had a melanotic whitlow of the left thumb five years 
before presentation. The thumb had been amputated and the axillary glands had 
been dissected. The pathologist had reported pigmented cells in the axillary 
glands. 

About five years prior to presentation, the lesion had developed as a small 
pigmented lesion on the dorsum of the left hand. It had been removed, and 
microscopic section showed chromatophores. There had been no other evidence 
of recurrence. 

DISCUSSION 

Dr. GeorGeE C. ANDREWS: The question is whether there is not some gen- 
eral disturbance of pigment in these melanomas. The patient has never shown 
melanin in the urine or the blood. We have had cases of very extensive mela- 
nomas that did not show melanin, although it is supposed to occur in such cases. 
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LIcHEN PLANUS IN MOTHER AND DAUGHTER. Presented by Dr. M. 

PAROUNAGIAN. 

R. B., a woman, aged 19, had been seen one week prior to presentation. Her 
lesions were on the supraclavicular region on both sides, in both axillae, on the 
abdomen, left wrist and the vulvae. The lesions were grouped papules, shiny, 
flat-topped and violaceous, and they itched considerably. The duration was five 
months. The Wassermann test was negative. 

The patient’s mother, Mrs. B., aged 40, had been presented before the society 
on May 14, 1929, and had occasioned considerable discussion as to the diagnosis 
of her condition. The presenter was of the opinion that the patient had lichen 
planus, psoriasis and also eczema. The patient had been attending the Skin and 
Cancer Hospital, University and Bellevue Hospital Clinic, and had also been to 
the New York Post-Graduate Hospital Clinic. 


DISCUSSION 


Dr. Max ScHEER: Familial cases of lichen planus are quite uncommon. 
Some years ago I saw three brothers who had lichen planus. 


CHANCRE ASSOCIATED witH LEUKOPLAKIA. Presented by Dr. Georce C. 

ANDREWS. 

P. G., a man, aged 36, had had white spots in his mouth for at least three 
years. He was an inveterate smoker of cigarets. He had never before had 
syphilis. At the time of presentation there was classic leukoplakia of the buccal 
mucosa and lips and the patient had a typical chancre of the penis and a positive 
dark-field examination and Wassermann reaction. 


DISCUSSION 

Dr. IsApoRE RosEN: In my opinion not all leukoplakias are of syphilitic 
origin. Chronic irritation of any kind may produce a similar clinical picture. 
I have seen a patient with one of the worst types of leukoplakia of the tongue 
and inner surfaces of the cheeks, which had followed the ingestion of arsenic 
over a period of years. 

Dr. Howarp Fox: This is an interesting case as it gives convincing proof 
that leukoplakia may be due to other causes than syphilis. In my study of 
leukoplakia buccalis, I quoted combined statistics showing that in only 65 per 
cent of the cases was there evidence of an antecedent syphilis. Dermatologists 
are familiar with the fact that leukoplakia may be caused by local irritation 
alone, such as smoking. I feel sure that this case is one of leukoplakia, and that 
lichen planus, with which it may be confused, can be excluded. 


DERMOID Cyst AND Lupus ERYTHEMATOUS. Presented by Dr. GEORGE C. 

ANDREWS, 

R., a man aged 40, had a small soft tumor on the left temporal region, which 
had developed when he was about 10 years of age. There had been no change 
in the size up to the time of presentation. This was either a dermoid cyst or a 
meningocele erythematosus. The lesion on the left side of the nose had been 
present for several years and consisted of a sharply marginated, scaly, red patch 
the size of a quarter. This was diagnosed as lupus erythematosus. 


DISCUSSION 

Dr. ANDREW GILMOUR: I do not believe the tumor of the scalp is a lipoma. 

There is no lobulation. The skin is freely movable. That would eliminate the 
diagnosis of sebaceous cyst. I think dermoid cyst is probable right. 

Dr. Max SCHEER: The lesion impresses me as a cyst following a hematoma. 

Dr. GEORGE C. ANDREWS: It is in a characteristic location for a dermoid 

cyst. Of course there is the possibility that the lesion is a meningocele that 
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followed trauma. The man gave no history of trauma tonight, but one week ago we 
obtained a history of a blow preceding the onset. Tonight he denies this. The 
facts that there is an annual ring of bone forming a cup about the lesion and a 
central cup-shaped depression in which this cyst rests are in favor of the diag- 
nosis of dermoid cyst. 

Dr. ANDREW GILMOUR: The apparent rim of bone is often obtained in 
gumma. It is not characteristic of dermoid cyst alone. 


PSEUDOPELLAGRA. Presented by Dr. M. B. PAROUNAGIAN. 


J. R., aged 54, a truckman, had been admitted to the Bellevue Hospital Clinic 
on May 12, 1930. He presented a vesicular dermatitis limited to the dorsal sur- 
faces of the hands, of one week’s duration. He had had diarrhea for four days 
and lesions in the mouth, and the tongue was red and sore. The lesions on the 
hands were erythematous, vesicular and purplish. 


PSEUDOPELLAGRA. Presented by Dr. M. B. PAROUNAGIAN. 


P. M., a man, aged 48, had been admitted to the Bellevue Hospital Clinic on 
May 8, 1930, on account of an eruption on the dorsal surfaces of the hands which 
had been of three days’ duration. He had admitted excessive drinking. He had 
been troubled with severe diarrhea. Examination revealed a sharply marginated, 
erythematous and scaly eruption of mahogany color on the backs of the hands. 
His tongue was red, and the floor of the mouth was red and inflamed. There 
was no history of previous attacks of this nature, and he had never lived in the 
southern states. 


PSEUDOPELLAGRA. Presented by Dr. M. B. PAROUNAGIAN. 


M. M., aged 46, an orderly, had been referred to the Bellevue Hospital Clinic 
from the surgical outpatient department as having alcoholic pellagra. He had 


admitted excessive use of alcohol. There was marked bullous dermatitis on the 
backs of the hands, the tongue was slightly reddened, and he had had diarrhea 
of one week’s duration. There had been no history of previous attacks. 


DISCUSSION OF CASES OF PSEUDOPELLAGRA 


Dr. Howarp Fox: I agree with Dr. Parounagian’s conception of the cases, 
which correspond to those which we frequently see in Bellevue Hospital (as 
reported by Maloney and Tulipan). The dermatitis did not have the cleancut 
border of typical pellagra, there was absence of a bald smooth tongue, and there 
was no disturbance of the reflexes. I saw several cases of this type recently in 
Mexico, Dr. Gonzales Herrejon having the same ideas concerning their relation- 
ship to alcohol. 

Dr. M. B. PAROUNAGIAN: I presented these three cases with the diagnosis 
of pseudopellagra to avoid discussion, even though I strongly believe that one of 
the patients, Peter M., has a true case of pellagra, as he had severe lesions of the 
mouth, diarrhea and dermatitis on the backs of both hands and his general physical 
condition was suggestive of pellagra rather than pseudopellagra. 


Lupus Vutcaris. Presented by Dr. BENJAMIN OcHs. 


L. D., a married woman, aged 55, presented a lesion of the right arm extending 
in an almost continuous line from the top of the shoulder down to the wrist. 
The color of the lesion was a dusky red, and interspersed were apple-jelly nodules, 
as proved by diascope. On the left side of the neck was a similar lesion about 
the size of a silver dollar. That also showed apple-jelly nodules. On the left 
breast was a small, somewhat circular lesion of a lighter red, with atrophy in the 
center. On the left buttock was a very large lesion showing ulceration in its 
center. The lesion of the arm had begun at the age of 1, and the other lesions 
had come at later periods of her life. Biopsy showed it to be true lupus vulgaris. 
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DISCUSSION 

Dr. Davin L. SATENSTEIN: We found conglomerate tubercles in the upper 
cutis, with no inflammatory reaction. The condition looked like sarcoid; this 
might account for the slow advance and the long duration. 

Dr. M. B. ParounaGian: I favor mycosis fungoides. 

Dr. Howarp Fox: This case is unusual in its duration of over fifty years. 
It shows that lupus vulgaris is a relatively benign type of tuberculosis of the 
skin. In a case like this, which does not invade the mucous membranes or affect 
the patient’s appearance, it is relatively harmless, and I think it would be folly 
to attempt any kind of active therapy. 


\ Case FoR DraGNosts (DERMATOPHYTID?). Presented by Dr. BENJAMIN 
OcHs. 


J. E., aged 58, presented a few isolated lesions on both legs and on the arms 
and a few on the body. These were sharply marginated, rounded and slightly 
elevated. The condition had existed over a period of five months prior to 
presentation, with remissions and relapses. On the arms were a few coalescing, 
scaly lesions. On the feet, and especially in the interdigital spaces, was a well 
marked epidermophytosis. A biopsy of one of the lesions on the body showed a 
very mild exudative inflammatory process predominantly of the upper cutis 
(Dr. Satenstein). The mycology of the case had not yet been reported. With 
each relapse of the epidermophytosis of the feet, there was a recurrence of the 
body lesions. 

DISCUSSION 

Dr. IsADORE RosEN: My diagnosis would be dermatophytosis of the feet 
with a generalized dermatophytid. I have seen similar cases in my clinic at the 
New York Post Graduate Medical School in which the fungus has been demon- 
strated both microscopically and culturally in the lesions of the feet. The gen- 
eralized eruption was toxic. 

Dr. HowarpD Fox: Several diagnoses have been suggested, including iododerma 
and parapsoriasis. The condition certainly does not correspond with my idea of 
either the acneform or the granulomatous type of iododerma. Parapsoriasis, | 
think, can be excluded on account of the presence of both itching and oozing. 
The patient has an eczematous type of eruption which may be due to sensitization 
from fungi on the feet or to other causes. Such a problem requires study. Our 
eyes have been opened of late to the possibility of such eruptions being 
dermatophytids. 


GRANULOMA ANNULARE. Presented by Dr. GEORGE C. ANDREWS. 


F. C. W., a woman, aged 22, had had diabetes and had been treated with 
insulin. She had remained in very good health on such treatment and dietary 
measures, although she had not always been sugar-free. When first seen nearly a 
year prior to presentation, she had had a small growth on the right ring finger 
for six months. It was painless, and the only discomfort was one of slight pressure. 
Examination showed a roughly oval, plateau-like, slightly elevated, subcutaneous, 
fairly firm tumor, red and composed of confluent nodules, which gave the impres- 
sion of spreading at the periphery. It was 1.5 cm. across in its longest diameter, 
and located over the lateral margin of the first interphalangeal joint of the right 
ring finger. It was movable over the joint, but seemed slightly attached to it. 
No such attachment showed in the roentgenogram, which was negative except for 
increased tissue density. 

A biopsy section showed a marked hyperkeratosis and a very wide granular 
layer. The rete pegs were large and wide; in the corium was a nodule consisting 
of proliferated fibroblastic cells, polymorphonucleocytes and fibrin. The corium 
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was much more cellular than ordinarily seen. There were many connective tissue 
cells scattered throughout and a few lymphocytes. The diagnosis of fibroma of the 
skin undergoing degeneration was made. 

Four filtered roentgen ray treatments of from four to six minutes each failed 
to cause any apparent change. The patient was seen in Boston six months prior 
to presentation, and a diagnosis of sclerosing hemangioma was made, with advice 
against removal. 

The diagnosis of granuloma annulare was considered after clinical conference 
at the Vanderbilt Clinic. The pathologist reviewed the slide and thought the 
section consistent with such a diagnosis. 

One month prior to presentation, the patient first spoke of having noticed a 
lesion on the toes of her right foot for some time. Inspection showed a diffuse 
redness and a less well defined lesion than that on the finger, extending over 
much of the dorsum of the right middle toe, with an irregular, raised, indurated 
margin extending approximately 1 cm. on the dorsum of the foot. Over the 
extensor tendon of the little toe was also diffuse redness and some thickening. The 
toe-nails did not show Monilia. 

DISCUSSION 


Dr. Howarp Fox: I think the condition looks clinically like granuloma 
annulare, and I would suggest the use of arsenic. 

Dr. GEorGE C. ANDREWS: I have been careful about giving any internal 
treatment, because the patient is diabetic. I am going to begin some nonspecific 
protein injections. 

Dr. Howarp Fox: Will protein injections affect diabetes ? 

Dr. GEORGE C. ANDREWS: The internist who treats her for diabetes approves 
of the injections. 


Dr. Max SCHEER: Sometimes granuloma annulare lesions, may disappear after 
excision of a part (e. g., biopsy). Carbon dioxide snow is at times effective. 


Dr. Georce C. ANpREws: I should not like to use carbon dioxide snow in 
the skin over the knuckle, which has had considerable roentgen treatment. 


PAPULONECROTIC TUBERCULID. Presented by Dr. GEORGE C. ANDREWS. 


L. H., a woman, aged 25, married, stated that ten years prior to presentation, 
an eruption had commenced on her legs as deep-seated nodules, which had later 
ulcerated. These had healed completely in a few months, leaving scars that looked 
like vaccination marks. Each winter thereafter she had had recurrences of the 
same trouble, each time a little more extensive and persistent. The last attack 
had begun in October, 1929, persisting to the time of presentation, and was the 
most severe of all. About two years before presentation she noticed spots appear- 
ing on the thighs and buttocks. Later, similar lesions appeared on the backs 
of the arms and face. During each attack she had lost weight and energy, and 
had no appetite. Between the outbreaks during the summer she would regain 
her weight. She weighed 139 pounds (63 Kg.) six months before presentation, 
and had lost about 25 pounds (11.3 Kg.) since that time. She discontinued her 
work as a telephone operator for a few years, but there was no improvement. 

Treatment had consisted of different local remedies, a few ultraviolet light 
exposures and many medicines given internally. A few years ago she had been 
told that her “blood was thin” and had been given twelve injections for anemia. 
She said that Wassermann tests were made three and six years before presenta- 
tion. She had not been told the result, and no intravenous therapy had been 
given. However, she had had two miscarriages in four years of marriage. The 
first was at 5% months and the second at 7 months; this was followed by a stillbirth 
at 9 months. The doctor who delivered the stillborn baby said he saw no 
causative stigmas. 

A year or two prior to presentation she had had a sudden glandular swelling 
on the side of the neck which subsided in a few months. The eyes were normal ; 
the teeth needed repair. The gums were red, with considerable pyorrhea, and 
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the throat was reddened. The lungs were clear; the apex of the heart was percussed 
well out in the fifth space, but there were no other abnormal signs except an 
accentuated second aortic sound, which was consistent with the increase of blood 
pressure, which was 160 systolic and 120 diastolic. In the right axilla there was 
a mass, which on palpation showed a matted group of moderately firm, enlarged 
lymph nodes, slightly uncomfortable on pressure and freely movable on the deep 
structures. There was a small gland in the opposite axilla. 

Scattered over the posterior lower part of the back and over the buttocks, 
encircling the thighs and knee regions and on the extensor surfaces of the fore- 
arms and in a few places on the cheeks and the bridge of the nose, were discrete 
papular lesions of rather uniform size, about 5 mm. in diameter, in various stages 
of evolution and involution. Some were papules, others were crusted ulcers. 
These small lesions did not seem to cause scars. 

On the calves around the ankles and on the feet were numerous thickened 
nodules, many of which had opened, with rather sharply cut ulcerated areas; some 
of the largest were surrounded by discharging sinuses. The smaller nodules 
(newer) were deep purplish, rather firm, and were found chiefly on the dorsa of 
the toes and even on the sole of the instep. The entire legs showed a brawny, 
thickened edematous swelling from the midcalf down to the ankles. 

The urine showed 1 plus albumin but no sugar; there were many red blood 
cells but no casts. The Wassermann reaction of the blood was negative in all 
antigens. 

A biopsy section showed moderate edema of the epithelium, also some acanthosis. 
The corium showed large, dilated, rather thin-walled vessels, about which were 
numerous cells, some of them apparently of the fibroblastic type, others apparently 
lymphocytes. The infiltration extended about the sweat glands. The most con- 
spicuous change, however, was about the larger vessels of the subcutaneous fat. The 
vessels showed definite a panarteritis and a perivascular infiltration of lymphocytes 
and connective tissue elements. The endothelium of these vessels was undergoing 
proliferation, and quite definitely the entire wall of the vessels was inflamed. Plasma 
cells were seen in the area of infiltration, which extended in the reticular corium 
and the fat. In places there was evidence of slight necrosis. A diagnosis of 
erythema induratum was made. 

The tuberculin test showed a severe local reaction of malaise and a temperature 
of 101 F. The onset was twelve hours after the test and it lasted for twenty-four 
hours. 

Several diagnoses were considered: papulonecrotic tuberculides, Bazin’s disease, 
tuberculous adenitis (?), hypertension with cardiac hypertrophy (?) and pyorrhea 
alveolaris. 

Treatment had consisted of a diet, high in fat and vitamins and low in protein 
and salt; also rest, exercise and sunshine, generalized ultraviolet irradiation and 
injections of gold and sodium thiosulphate. 

Eight days after the patient had been seen by the presenter, and after she had 
had two injections of gold and sodium thiosulphate of 25 and 50 mg. and two 
short exposures to ultraviolet light, there had been a definite visible clinical 
improvement, especially of the ulcerated areas on the legs. Diminution of edema 
was apparent, and the patient remarked on the great subjective benefit, and that 
she no longer limped. The improvement since that date had been steady, with 
a marked decrease in size and discharge of the ulcers, disappearance of many 
of the tuberculids, marked shrinking of the glands in the right axilla and a gain 
in weight of 4%4 pounds (2 Kg.). On the day following the injections the patient 
noticed a mild malaise and increased tenderness of the ulcers and glands. After 
one of the injections, small red, deep nodules had developed on the flexor surfaces 
of the right middle and both little fingers, which had never been present at those 
sites before. 

DISCUSSION 

Dr. Joun F. Fraser: The burden of proof is on the person who claims 
the histologic picture is that of tuberculosis. There is no evidence of tuberculosis 
in the histologic picture. 
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Dr. GEORGE C. ANDREWS: The biopsy was done after the patient’s skin had 
almost cleared up. She has improved 75 per cent. At the present time, I doubt 
if animal inoculations would take even if she had tuberculosis, because there has 
been so much improvement. In some instances of erythema induratum, the 
pathologic process is not specifically tuberculous. 


LYMPHOBLASTOMA. Presented by Dr. IsaApoRE ROsEN. 


E. H., aged 53, born in the United States, three years prior to presentation 
first noticed an eruption that had appeared on the back and the chest; it then 
spread to different parts of the trunk. The itching was intense. On examination, 
there were scattered over the body well defined erythematous patches. Some of 
them were scaly, some raised and slightly infiltrated; others were smooth and 
less raised and dark bluish and red. On the face there were nodular lesions, 
varying in size from that of a pea to that of a cherry. On the lobe of the left 
ear there was a walnut-sized lesion. There were some urticarial lesions over 
the back. The lesions were coalesced and discrete. There were some scratched, 
erythematous, eczematized patches over the lower extremities. There were also 
scaly lesions on the scalp. 

Differential blood counts on two different occasions did not show any char- 
acteristic changes of leukemia. 

DISCUSSION 

Dr. Howarp Fox: I think this is a good example of mycosis fungoides in 
the infiltrative stage. The patient has a generalized nonsymmetrical eruption with 
peculiar cirrcinate configuration of some of the lesions which is characteristic of 
mycosis. She also has evidence of itching. 

Dr. GEORGE C. ANDREws: I think this is a case of mycosis fungoides. 

Dr. Davin L. SATENSTEIN: How does Dr. Fox explain the tumors? 

Dr. Howarp Fox: They might accompany any lymphoblastoma. The clinical 
evidence favors mycosis fungoides in the infiltrative stage. 

Dr. Davin L. SATENSTEIN: I have seen only three cases of mycosis fungoides 
in the tumor stage. In these, the tumors were broken down. The tumors are 
not as soft as in this case. They did not have the velvety feel that some of these 
have. The condition does not impress me as mycosis, but as leukemic tumors. 
Histologic examination substantiates the diagnosis of leukemia cutis. 

Dr. Georce C. ANpDREws: If the verrucous changes in the axillary region 
and groins were pigmented, they might be classified as acanthosis nigricans. 
Perhaps their pathogenesis is similar. 

Dr. Howarp Fox: I think the verrucous changes are of minor importance. 
[ do not agree with Dr. Satenstein that this is the tumor stage, but rather the 
second stage often described as the infiltrative stage. 

Dr. IsApoRE Rosen: I regret that this case could not have been more 
thoroughly studied before presentation. I believe that it belongs to the lympho- 
blastoma group, and that from the clinical standpoint it has many of the features 
in favor of a diagnosis of leukemia cutis rather than mycosis fungoides or any 
of the other diseases in this group. 

NoteE.—A microscopic examination subsequent to presentation showed the 


histology of leukemia cutis. 


XANTHOMA TUBEROSUM MULTIPLEX. Rk. BENJAMIN CHS. 
X I M PLI Dr. BEN] O 


This case was presented before the society at the April, 1930, meeting. 


DISCUSSION 
Dr. BENJAMIN Ocus: The blood was examined by Dr. Rosen. The patient 
was treated at Johns Hopkins Hospital in Baltimore when he was 1 year old, 
and in a report from there (in writing) a diagnosis of congenital syphilis was made. 
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Dr. IsAapORE RosEN: There were 800 mg. of cholesterol per hundred cubic 
centimeters of blood. That is the highest we have had in our laboratory. In 
other words the patient has a very high cholesterolemia. 


GUTTATE PsoRIASIS IN A NEGREss. Dr. BENJAMIN OCHS. 


This case was presented before the society at the April, 1930, meeting. 


DISCUSSION 
Dr. BENJAMIN Ocus: We gave the patient a provocative Wassermann test, 
and it was negative. Not satisfied with that, we gave her another two weeks later, 
and it was again negative. 
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XANTHOMA MENSTRUALE ANGIONEUROTICUM. Presented by Dr. HERMANN FEIT. 


The patient’s eruption began at the time of a menstrual period, six years prior 
to presentation. The patient suffered from cough and produced a small amount of 
sputum at times. She had never had hemoptysis or night sweats and did not com- 
plain of neuritic pain. Rales and harsh breathing were noted over the lower part 
of the chest. The menstrual periods had commenced at the age of 14 and had 
always been regular but slightly painful. The patient complained of leukorrhea. 
She stated that she had had three pregnancies and one miscarriage. 

Roentgen examination of the chest showed that the heart and great vessels 
were normal. The hilus areas were increased in size and density, and the bronchial 
markings were rather prominent. There was a definite, rather uniform increase 
in density in the left costophrenic sinus and extending upward to the ninth rib 
posteriorly. The observation was suggestive of fluid in the left pleural cavity. 

Physical examination disclosed, over the face, chest and extensor surfaces of 
the arms, bright-red, urticarial-like lesions of different sizes and shapes, which 
showed grouping in some places and in others, patches. The picture was con- 
tinuously changing; while some lesions disappeared, new ones developed. Where 
lesions had been previously, pigmentation was visible. The eruption appeared 
always a few days before the onset of menstruation and disappeared a few days 
after its termination. Gynecologic examination at the Brooklyn and Jewish Hos- 
pitals, according to the patient, had revealed no pathologic condition. The patient 
had a floating kidney on the right side, for which she wore a belt. She stated 
that with every new outbreak she suffered from fever (about 101 F.) and chills. 
The Wassermann reaction was negative, and the blood chemistry was normal. 


DISCUSSION 


Dr. A. BENSON CANNON: I think that this woman has a granulomatous type 
of lesion, and because of the nodules, the erythema multiforme type of 'esions and 
the intense itching, one has to think of the possibility of mycosis fungoides rather 
than of erythema multiforme or of Duhring’s diseases (dermatitis muitiformis). 

I once saw a patient with mycosis fungoides who had been treated for several 
years as having erythema multiforme; finally, after the appearance of nodules, a 
microscopic study confirmed the diagnosis of mycosis fungoides. I suggest that 
a histologic study of a nodule and a blood count be made in order to rule out the 
possibility of leukemia. 
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Dr. Howarp Fox: If the eruption disappears monthly, to recur at the 
menstrual period, this certainly speaks against a diagnosis of mycosis fungoides. 
I think this is a toxic eruption with some lesions suggesting erythema multiforme 
and others dermatitis herpetiformis. It reminds me of a patient whom I have 
shown before our societies, a girl who has had a recurring toxic eruption for 
many years. At times, the eruption is of the type of erythema multiforme, with 
typical iris lesions, and at others the clinical picture of Duhring’s disease is 
simulated. 

Dr. CHARLES M. WIL.LiAMs: It seems to me that Dr. Fox’s suggestion is 
the best. Many of the lesions closely resemble those of Duhring’s disease; i. e., 
there is intense itching, grouping, papulovesicles, scarring and pigmentation. The 
only lesions against it are the nodular lesions, which are not unlike those of 
erythema multiforme. But I should say it is rather an aberrant type of Duhring’s 
disease. A biopsy might help in the diagnosis. 

Dr. Paut Gross: A striking feature is the distribution of the lesions in the 
upper portion of the back just about as far as the patient can reach with her 
hands. This and the excoriations, pigmentations and scars speak in favor of 
neurotic excoriations, although the few erythema-like lesions do not fit into the 
picture so well. We have to exclude self-infliction in order to establish a diagnosis 
of menstrual or dysmenorrheic eruption. I believe, too, that in this case, the 
strictest observation in the hospital for weeks is necessary to establish the diagnosis 
of the presenter. 

Dr. ABRAHAM WALZER: I saw this patient a number of times about two years 
ago when she was a patient at the Brooklyn Jewish Hospital Dispensary. At that 
time, she had a similar eruption and at times showed bullous lesions. She also 
had definite signs of pulmonary tuberculosis, positive sputum, and gave a history 
of being treated at the tuberculosis clinic of the health department. 

There is some rather interesting experimental work to show that the eruption 
is precipitated by some substance in the blood during the menstrual period. This 
nas been demonstrated in the following manner: The blood is drawn during the 
menstrual period, while the rash is at its height. During the menstrual intervals, 
say two weeks after menstruation, injection of the serum into the same patient 
reproduces the symptoms. Injection into another subject (normal woman) does 
not cause an eruption. It has not been definitely demonstrated where this sub- 
stance is produced or what it is. 

Dr. Paut Gross: I do not wish to create the impression that I hold all 
cases of menstrual eruptions to be neurotic excoriations. I had occasion to see 
and observe two patients with definite dermatitis dysmenorrheica (Matzenauer- 
Polland) whose cases are recorded in the literature. They had the characteristic 
erythematous patches, especially on the face, resulting in superficial necrosis. 

Dr. Frep Wise: The eruption appears to me to be dermatitis herpetiformis. 
Dermatitis dysmenorrheica disappears during pregnancy; this patient’s disease 
persisted during her pregnancy. 

Dr. ANDREW GILMOUR: I believe it is Duhring’s disease. There are pigmen- 
tation and grouping of the vesicles on the arms. 

Dr. HERMANN FEIT: This is not dermatitis dysmenorrheica Matzenauer. The 
case is identical with Zieler’s case described in /conographia. We are dealing 
with an urticarial eruption; the lesion always starts as a wheal; there are edema 
and inflammation. An artefact is out of the question, for the lesions come and 
go with the menstrual period. Mycosis fungoides of many years’ duration would 
not be confined to the face and hands, and there would be more infiltration. 


TUBERCULOSIS OF THE SKIN (?). Presented by Dr. GEorGE C. ANDREWS. 


M. R., a married woman, aged 56, a laundress, was first seen at the Vanderbilt 
Clinic on March 28, 1920, with lesions on the left hand of two years’ duration and 
on the extensor surface of the right forearm of three months’ duration. 

Over the dorsum of the left hand, at the base of the thumb was an erythe- 
matous lesion, 5.5 by 4.5 cm. in size. Within this area was an elevated and 
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ulcerated, verruca-like lesion, 3 cm. in diameter. Just below the elbow, over the 
extensor surface of the right forearm was a serpiginous erythematous lesion, the 
upper and lower surfaces of which were elevated. The medial side of the lesion 
and the center were clear. The lesion showed some infiltration and was covered 
with greenish crust. The patient was an albino, and her face had an acne 
rosacea hue. 

Biopsy showed a marked hyperkeratosis, parakeratosis and acanthosis with 
edema of the epithelium. The corium was markedly infiltrated, particularly super- 
ficially. The infiltration consisted of giant cells, numerous lymphocytes, many 
fibroblastic elements and here and there a suggestion of tubercles and strands of 
scar tissue. The diagnosis was probable tuberculosis verrucosa cutis. 

The Wassermann reaction was negative. 

Owing to the short duration of the lesions, the healing in one spot with spread- 
ing to another, and the serpiginous outline of both lesions, and in spite of the 
negative Wassermann reaction, the patient was being given antisyphilitic treat- 


- 


ment. When seen on May 5, 1930, the lesions showed some improvement. 


DISCUSSION 

Dr. JosEpH JoRDON ELLER: The verrucous lesion on the arm resembles 
tuberculosis, but has the color of syphilis. The lesion on the hand looks more 
like syphilis. The patient seems to have contracted pupils, and should be investi- 
gated for cerebrospinal syphilis. 

Dr. GEORGE C. ANDREws: It is difficult to judge a case by seeing it for only 
a few moments, and this may explain some of the disagreement. The patient is 
an albino and has photophobia—hence very small pupils; they are not fixed; they 
react to light. I see no reason, aside from the contraction of the pupils, for 
suspecting cerebrospinal syphilis and therefore no logical reason for tiaking a spinal 
fluid test. We shall do it, if later it is indicated. 


Dr. H. C. SAUNDERS: Because of the configuration of the lesion on the elbow, 
which is distinctly circinate, I think it is syphilis, and I think an examination of 


the spinal fluid is indicated. 

The lesion on the wrist is of two years’ duration, which is not strongly in 
favor of either tuberculosis or syphilis; the lesion on the forearm is of four months’ 
duration and has attained the size of a palm, which is large for a tuberculous lesion 
that has existed for only that length of time. 

I do not believe that these clinical observations have much influence on the 
diagnosis. The result of the Wassermann test is negative, and the results of 
microscopic examination of the tissue are more suggestive of tuberculosis than of 
syphilis, The patient has had some antisyphilitic treatment, but not enough to 
make a differential diagnosis possible. She has had three injections of neoars- 
phenamine, the last one yesterday; the first was one of only 0.15 Gm., the second 
was one of 0.2 Gm., and that yesterday was one of a little larger amount. In 
addition, she has had three injections of bismuth. I think the lesions are better 
since treatment, but the dosage of neoarsphenamine has been too small. We must 
continue with the therapeutic test, giving larger doses, before reaching a conclusion. 


ERYTHEMA INDURATUM SYPHILITICUM (?) Presented by Dr. HERMANN FFEIT. 


The patient’s eruption first occurred eight years prior to presentation. It 
started on both legs and remained in that location for two years. The eruption 
for which she was presented had been present for two months. 

The patient had six children living and had had one miscarriage. Two 
children had died at the ages of 13 and 22 months, respectively, of enlarged liver 
and spleen. Her husband was living and in good health. 

Che patient’s Wassermann reactions had always been negative. She had never 
eceived antisyphilitic treatment, except 48 Gm. of sodium iodide, which had 
been given by the presenter and had a healing effect on the ulcer, but had produced 
i mild iodide eruption. 
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The patient had pronounced varicose veins which had nearly reached the pelvic 


region. 

On the lower part of the legs were atrophic and pigmented scars from former 
lesions. Over the middle of the right thigh was an ulcer, 2 inches (5 cm.) in 
diameter, the margin of which was irregular, flabby and undermined, the base 
discharging at the time of presentation a small amount of pus. Above the ulcer 
was an erythematous round patch, the remainder of a large pustule or bulla; 
similar small patches were near. The mucous membranes were free. 


DISCUSSION 

Dr. WALTER J. H1GHMAN: Is that a term that is accepted in the literature or 
is it just a descriptive term used by Dr. Feit? The inference is that it is ery- 
thema induratum of syphilitic origin. I have heard of erythema nodosum syphi- 
liticum of Mauriac, a tertiary manifestation, but I have not heard of this 
particular concept. The history shows absence of any but the most circumstantial 
evidence of syphilis, and a persistently negative Wassermann reaction. As a 
matter of fact, the condition in the legs looks like an old varicose dermatitis with 
scarring of some previously existing ulcers. What the lesion on the right thigh 
is, which is the most striking, is difficult to state arbitrarily, but it does not look 
more like syphilis or like tuberculosis than it does like an ordinary ulcer. I think 
the lesion may be self-inflicted. 

Dr. A. BENSON CANNON: Without looking at the history, I was struck with 
the appearance of the ulcer as typical of gumma rather than of any other form 
of ulcer. I doubt whether an ulcerated varicosity or a self-inflicted wound could 
produce the punched-out appearance with sharply demarcated edges and deep, 
irregular granular base. I think that this is a gumma. 

Dr. Paut Gross: It is difficult to talk about erythema induratum in the 
absence of the lesions. The scars, however, might suggest erythema induratum. 
I recommend the making of a tuberculin and a luetin test; a simple procedure 
like this might settle the etiology. 

Dr. SIGMUND POLLITzER: Has this patient had any antisyphilitic treatment? 
My notion is that the large ulcer in the thigh would clear up quickly under a 
few injections of mercury and the administration of iodide by mouth. I think 
it is a gumma. 

Dr. CHARLES M. WiLttiams: I agree with Dr. Pollitzer that it is probably 
a gumma and probabiy will clear up with antisyphilitic treatment. I do not like 
the multiplication of needless names. It has been the curse of dermatology. Why 
we should call a gumma of the: legs erythema nodosum syphiliticum, I do not 
know. Why not call it gumma?’ It may resemble tuberculosis somewhat, but | 
would rather call it gumma and say that it looks as though it might be something 
else. 

Dr. M. B. PAROUNAGIAN: I hardly think that the large lesion on the thigh 
could be artificially produced. The irregular borders and undermined ulceration 
strongly suggest gumma. I favor a therapeutic test as the best means of diagnosis. 

Dr. HERMANN Fer: I saw this patient about two weeks ago for the first 
time and made a diagnosis of syphilis in spite of repeated negative results in the 
Wassermann tests. Three of the children died of enlarged liver and spleen. 
Saturated solution of sodium iodide decreased the size of the ulcer about 50 per cent. 
Eight years ago, the lesions recurred at intervals for twenty months, beginning 
as deep-seated nodules that finally broke down, leaving considerable scarring. By 
the clinical picture alone one cannot tell anything about the etiology, whether 
syphilis or tuberculosis. 


Fox-Forpyce DIsEAsE. Presented by Dr. Lewis B. Rosrnson. 


E. B., a colored woman, aged 36, from South Carolina, complained of itching 
in the axillae and pubic region for five years. In the axillae there were numerous 
discrete, small papules around the follicles; they extended in a triangular distribu 
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tion from the axillae to the level of the fourth ribs. There were a few similar 
lesions in the pubic region. 

The patient had had three one-fourth units, unfiltered, of roentgen rays in 
these areas, with some improvement in the itching and a decrease in the size of 
the papules. The Wassermann reaction was negative. 


PSORIASIS IN A NEGREsS. Presented by Dr. M. B. PAROUNAGIAN, 


S. D., a colored married woman, aged 49, born in Virginia, gave no history 
of venereal disease. She had had no children or miscarriages. She presented an 
eruption of about one year’s duration, that had started on the scalp and had 
gradually extended to other parts of the body. 

The lesions were plentiful on the scalp, forehead, extensor surfaces of the 
elbows and knees, and showed as patches of various sizes and shapes, covered with 
silvery white scales. They itched considerably. The family history was negative. 
The patient claimed that both her parents were full-blooded Negroes. A specimen 
of blood was taken for the Wassermann test on the day of presentation, and the 
results were not yet known. 

DISCUSSION 

Dr. BENJAMIN OcHus: Psoriasis in the colored person is exceedingly rare; 
it is not as rare in the light colored as in the full-blooded Negro. I had seen only 
one case until about two weeks ago when I presented one at another society, a 
case of psoriasis in a full-blooded Negro. The lesions were of the papulosquamous 
type and resembled those of syphilis. The Wassermann reaction having been 
negative, a provocative was done; the reaction was still negative. The case Dr. 
Parounagian showed is a beautiful example of psoriasis in the light-colored Negro. 
If one showed some lesions in the deep-colored Negro, I think it would be a rarity. 

Dr. Howarp Fox: I think we agree that psoriasis in a mulatto or light- 
skinned Negro is not so rare. It is rare only in the dark full-blooded Negro. 

Dr. Paut Gross: Some time ago I presented here a dark Negro with psoriasis, 
but unfortunately the grandmother was Irish. 

Dr. M. B. PAROUNAGIAN: I was careful not to say “full-blooded Negro” as 
the title of the presentation. I know she is not dark enough, not like the patient 
[ showed six years ago. I do not believe that psoriasis in the mulatto or light- 
colored person is as common as is supposed. We see a good many colored people, 
but this is the only case of psoriasis in one that I have seen, aside from the case 
[ presented six years ago. 


\CRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. HERMANN FEIT. 


The patient had had a recurrent eruption on the legs for eight years. The 
second attack occurred two years prior to presentation, and the lesions were located 
on the elbows. 

The patient had never been seriously ill, but twelve years prior to presentation, 
she had undergone a gynecologic operation, at the time of which her physician 
had noticed reddish-blue discolorations on the knees and thighs. 

On the extensor surfaces of the legs, from the middle of the tibia to the middle 
of the thigh were sharply defined bluish-red areas that showed such atrophy of 
the skin that the underlying veins were visible. Over the extensor surfaces of 
the elbows were firm, irregular nodules that seemed to be connected with the 
fascia. 

The basal metabolism was plus 17.2, with carbon dioxide 66.3. The blood 
chemistry showed chlorides 495, sugar 120, nitrogen 18, and uric acid 2.5 mg. 
per hundred cubic centimeters. 


Leprosy. Presented by Dr. HENRY C. SAUNDERS. 


L. B., a Chinese, aged 26, had had an eruption on the face, right elbow, left 
forearm, buttocks, palms and soles for six years. His family history was negative. 
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At the age of 20, seven years after the patient’s arrival in the United States, 
he noticed a slight redness of the right cheek, which gradually increased in size. 
Two years before being presented, he noticed that a similar lesion had appeared 
over the left eye. About two months before presentation, reddish discolorations 
appeared on the nose, right elbow, left forearm, palms and soles. For several 
months there was a tingling sensation in the hands and feet. 

Examination showed that the patient was fairly well developed and nourished. 
On the right cheek and over the left eye were erythematous, scaly patches, about 
6 cm. in diameter; the centers were raised and verrucous. 

The skin of the nose was erythematous and swollen; there was a profuse 
watery nasal discharge. 

On the left arm, the right elbow, the palms and the soles there were various- 
sized, violaceous, erythematous and erythematosquamous lesions. Most of the 
lesions showed a mixture of the flat macular type and of the infiltrated variety. 
The border of some of the lesions was serpiginous. The hard palate was markedly 
pale. The ulnar nerves and the musculocutaneous branches of the external popliteal 
nerves were greatly thickened. The interosseous muscles of the hands and feet 
were atrophied. The patient was unable to straighten the little and the ring 
fingers fully. The nose, the ulnar side of the hand and the outer side of the 
feet were anesthetic to the prick of a pin. 

A nasal smear was negative. The report on the Wassermann reaction and 
that on the biopsy had not been received 


DISCUSSION 


Dr. SIGMUND PoLuitzeR: I do not think there is any question about the 
case being one of leprosy. The enlargement of the ulnar nerve, the interosseal 
atrophy and the areas of anesthesia establish this diagnosis. The deeply pigmented 
verrucous lesions on the face are unusual in leprosy. The patient told me that 
several years ago he had had an application made to some of the patches on the 
face — compresses with a fluid that burnt him, producing a reaction, after which 
this verrucous growth appeared. I should say that this is a keratotic reaction to 
some trauma. 


DERMATITIS VENENATA (CAKE DouGu). Presented by Dr. HERMANN FEIT. 


The patient stated that he had an inflammatory reaction on his hands whenever 
he handled dough containing sugar, i. e., cake dough or pastry. On the other 
hand, when he worked at making rolls or bread, he did not have the inflammatory 
reaction. There was no history of any serious illness. The patient stated that he 
had always had bad teeth. He wore an artificial top plate. 

The greatest part of the epidermis of the dorsal as well as of the flexor surface 
of both hands was missing in irregularly outlined patches. The rest of the skin 
was reddened and slightly scaly. The skin between the toes had a sodden appear 
ance. Microscopic examination did not reveal fungi. The blood chemistry had 
not been reported on. The patient had had this condition on both hands for 
four years. 

DISCUSSION 

Dr. CHARLES M. WILLIAMs: This case presents several interesting features. 
The history is exact: the eruption follows the handling of cake dough, and does 
not follow the handling of other dough. The condition of the feet is more 
interesting : the eruption there is typical of tinea, and a more careful search would 
probably show mycelia, though even the most careful search in apparently typical 
cases is sometimes fruitless. The lesions on the hand have all the appearance of a 
severe dermatophytid, yet they occur only after handling cake dough. This raises 
the question whether the tinea of the feet may not have produced a nonspecific 
irritability of the palms. It would be interesting to discover whether this irritability 
fades when the tinea pedis is cured. 

Dr. Paut Gross: Recent investigations have shown that baker’s itch or 
dermatitis is not an etiologic entity. Some of the cases are only fungus infections. 
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As for those that have their origin in chemical allergy, a careful test with the 
different ingredients can show their nature. In the case presented, the occupation, 
as is often the case, could have been a predisposing factor for dermatophytosis. 
The eruption on the feet speaks in favor of a dermatophytid on the hands, but it 
should not be forgotten that, despite all, primary fungus infections of the hands 
do exist and that the organism can be demonstrated from these lesions. 


Dr. Louis Tutrpan: I suggest that the patch test be done on this patient. 
He probably would show a reaction. For this test, use the different ingredients 
of the dough. I tried this once in a similar case, and I obtained a reaction. 


Dr. WALTER HIGHMAN: There may be a ready explanation of the phenomenon, 
if the condition on the hands is a fungus infection. In the first place, with reference 
to the remark made by Dr. Gross, the striking fact is that the patient has baker’s 
dermatitis only from cake dough, which contains sugar. It is likely that because 
of the sugar to which the hands are exposed the skin on the hands becomes more 
readily a medium for the growth of fungi. Perhaps the readiness with which he 
gets the infection of the hands may be explained more by a simple chemical fact 
than by hypersensitiveness. I do not mean that the more recondite explanation 
should be ruled out, but sugar will not act as an inhibiting factor in the growth 
of tinea. 

Dr. CHarRLES M. Wiiiams: The point made by Dr. Highman is in line 
with a report of Dr. Wideman that bandaging with sugar solution may so encourage 
the growth of the organisms of ringworm that they may be recovered from lesions 
in which they had not been found before. On the other hand, the vast majority of 
eruptions of this type on the hands are sterile, even when the feet are loaded with 
mycelia, and it was to account for this fact that the lesions of the hands were 
interpreted as dermatophytid, an interpretation later confirmed by W. Jadassohn, 
Peck and others. 

Dr. HERMAN GoopMAN: Ina series of one hundred patients with lesions that 
were clinically those of tinea of the hands and feet, the organism was demonstrated 
in 30 per cent of the feet and in 3 per cent of the hands. 

Dr. A. BENSON CANNON: We commonly see dermatitis in a most aggravated 
form in people handling dough, and I have always considered it to be due to the 
baking powder. On several occasions, I have been able to reproduce the dermatitis 
by using the baking powder in a patch test. I see no reason why this patient cannot 
have baker’s dermatitis of the hands and tinea of the feet. Tinea is so commonly 
met with that we should not be surprised to see it in people suffering from other 
diseases. I agree with the diagnosis of baker’s dermatitis of the hands plus tinea 
of the feet. 

Dr. SticGmUND POoLLitTzER: This is not baker’s eczema. That condition is 
produced by flour, in most cases by the gluten of the flour. This man does not 
get a reaction from flour; he gets no disturbance from ordinary dough. It is 
only when he handles cake dough, which contains milk, eggs and sugar in addition 
to flour, that his rash appears. Of course, I do not know how reliable the history 
is, but assuming that it is correct, I say that this man has not ordinary baker’s 
dermatitis. The explanation suggested, that it is the sugar in the cake dough 
that makes his hand a better soil for the fungus, is capable of simple test. Let 
him soak his hands for a few moments in a solution of sugar, dry the hands without 
washing and see if he gets a reaction by the next morning. 

Dr. Paut Gross: I hope Dr. Williams did not get the impression that I 
am not familiar with his pioneer work on dermatophytids, which has been recog- 
nized the world over. I mainly had the interpretation of the lesions on the hands 
as dermatophytid in mind. Such a mechanism has been demonstrated in a few 
cases and is probably active in many cases, but it should not be taken generally 
as the only factor in eczematoid ringworm of the hands. 

Dr. HERMAN GOODMAN: I have been informed that the cake dough contains 
a patented powder. The bakers do not know what this is, as they buy cake flour 
prepared. In the skin test and in actual working conditions, a baker may be 
sensitive to cake flour and not to bread flour. 
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Dr. HERMANN Feit: The lesions on the hand clear up when the man makes 
roils instead of cake, without treatment of the dermatophytosis of the feet, which 
never had been treated as the patient was unaware of this condition. 


ATROPHIA Cutis Macutosa. Presented by Dr. GEORGE C. ANDREWS. 


W. G. B., a white woman, aged 38, had had an eruption on her cheek and back 
for twenty years. There had been slight itching. On examination, the eruption 
was scattered over the back and extended forward on the sides and front of the 
chest and upper part of the abdomen. It consisted of macules varying in size from 
that of a pinhead to that of a pea. The individual lesions were more whitish 
than the surrounding skin. They were sharply outiined and on the surface pre- 
sented a peculiar wrinkled appearance suggestive of scar formation. 


DISCUSSION 
Dr. Frep Wise: The eruption is of interest in connection with a possible 
syphilitic etiology. In a certain proportion of eruptions of macular atrophy, the 
lesions are preceded by a maculopapular syphilitic eruption. In this case, the 
history is negative as to a preceding eruption. I suggest that a Wassermann 
test be ~ de. 


REPORT ON PREVIOUS CASES 
BROMODERMA. Presented by Dr. H. C. SAUNDERs. 

The patient was shown before the section at the meeting in April, 1930. 

Dr. H. C. SAUNDERS: The Wassermann test was three plus. I think most of 
the lesions were those of syphilis, but one lesion on the forearm became granulo- 
matous, and I think that it was due to bromine. This patient received physiologic 
solution of sodium chloride intravenously, with some slight improvement. She also 
later received three injections of neoarsphenamine (1.45 Gm.) and three of bismuth. 
Then jaundice developed. There was no appreciable improvement in the lesions 
following the antisyphilitic treatment. 


PSORIASIFORM LESIONS OF THE SOLES AND PALMS DUE TO ARSPHENAMINE. 
Presenied by Dr. HERMANN FEIT. 


The case was shown at the meeting of the section in April, 1930. 


Dr. HERMANN Feit: The lesions have completely disappeared. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
C. S. Wricut, M.D.., Secretary 
May 2, 1930 


A. Strauss, M.D., Presiding 


A Case For Diacnosis. Presented by Dr. S. S. GREENBAUM. 


A. D., a man, aged 21, helped in the use of an electric saw at a factory. 
On Oct. 15, 1929, a piece of wood hit him on the forehead and made a superficial 
scratch, to which he applied iodine. Some swelling developed at that time, but 
in a week or two the swelling became more marked. Two months previous 
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to presentation the surface of the lesion was electrodesiccated, and since then it 
has been getting larger. lodides were given at that time without any influence 
on the lesion. He presented an inflammatory area, the size of a quarter, with a 
mildly marked papulomatous surface, and beneath this what appeared to be a 
collection of fluid. 
DISCUSSION 

Dr. J. F. SCHAMBERG: The case is rather curious, and the diagnosis is not 
entirely positive, but there are two nodules on the lower border of the patch 
that are suggestive in their color of nodules of lupus vulgaris, and I suspect 
that the condition is of that character. 

Dr. S. S. GREENBAUM: I had in mind an infection with the tubercle bacillus. 
The condition did not get worse with the use of iodides nor did it improve. 

Dr. A. Strauss: I agree with Dr. Schamberg’s diagnosis. The lesions at 
the lower border are typical of infections of tuberculosis. 


EXTENSIVE LICHEN PLANUS OR Psoriasis. Presented by Dr. T. D. RHOADS 
for Dr. C. S. Wricur. 

A colored man, aged 35, who was presented a year ago by Dr. J. V. Klauder, 
was again presented before the Society. He presented plaques covered with scales, 
generalized chiefly about the neck, the extensor surfaces of the arms and legs, 
the thighs and over the lumbar region of the back. These plaques were formed 
by the aggregation of individual papules, and the suggestive symptom was itching. 
There were pinpoint or minute hemorrhagic spots when the scales were scraped 
off. No lesions were present in the mouth. 


DISCUSSION 

Dr. C. S. Wricut: I saw this case yesterday in the clinic and started to 
present it as a case of psoriasis when my attention was called to the fact that 
Dr. Klauder had presented it here a year ago as lichen planus hypertrophicus. 
[ cannot say whether or not the eruption has changed in character. It may 
not have had so much the typical character of psoriasis before. Some one who 
was here said that Dr. Klauder particularly pointed out the lesions in the inter- 
scapular region as being suggestive of lichen planus, and also the fact that as 
the patient was colored it would be unlikely that the eruption was psoriasis. | 
still feel that the evidence is very much in favor of psoriasis. The distribution 
is that of psoriasis, the scaling is typical, and when you scratch off the scale 
you get the littlke hemorrhagic points. The only factor I can see in favor of 
lichen planus is the color of some of the lesions on the upper part of the back. 

Dr. V. GARNER: On questioning, the patient states that his grandfather was 
white, so that he is not a full-blooded Negro. 

Dr. Ropert GrtMAN: The case is either lichenoid psoriasis or psoriasiform 
lichen planus. Although the distribution is typical, the scalp is free and the 
finger-nails and toe-nails do not show psoriatic changes. I incline to the diagnosis 
of lichen planus with features of psoriasis. 

Dr. S. S. GREENBAUM: I think that an eruption of so long a duration with- 
out involvement of the buccal mucous membranes or the genitals is unlikely to be 
lichen planus. I feel that the condition is psoriasis. Where there is itching and 
the scales are scratched off, there is often a lichen-like appearance to the papules. 

Dr. J. F. ScHAMBERG: I am strongly inclined to agree with Dr. Wright 
and Dr. Greenbaum, and the reason is that despite the extent of this eruption, 
which is quite considerable, and despite the presence of a number of small lesions, 
we cannot find anywhere on the body a typical lesion of lichen planus, and if 
with an eruption of this extent and the new lesions present you cannot find a 
typical papule of lichen planus that observation weighs heavily against the diag- 
nosis. The patient has more itching than usually accompanies psoriasis, but we 
often see psoriasis with pronounced itching. He is a mulatto; psoriasis is uncom- 
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mon in this race, but we do see cases from time to time, so that I should be 
inclined to regard it as such. 


A MALIGNANT CONDITION OF THE TONGUE COMPLICATING CHRONIC SYPHILIs 
Presented by Dr. B. L. Kaun. 


W. U., a white man, aged 65, was apparently well and continuously employed 
in a charitable institution of Philadelphia until June, 1929, when he noticed swell- 
ing and soreness of the glands of the neck, accompanied by difficult deglutition. 
He consulted a surgeon for relief from his symptoms, and was admitted to a hospital 
for study. In conjunction with other examinations, the blood was examined. The 
Wassermann and Kahn reactions were strongly positive. A course of treatment 
with neoarsphenamine was given, with very little improvement. Roentgen therapy 
was advised, and he has been receiving it continuously since June 10, 1929. 

About the early part of September, the patient noticed swelling of the tongue, 
which increased in size and interfered with his speech. This was first attributed 
to rugged and decayed teeth. The swelling, however, did not subside with the 
removal of the decayed teeth. The tongue was swollen and hard and was covered 
with ulcerations. The floor of the mouth was also ulcerated. Speech was impeded. 
The palms showed exfoliated dermatitis. He was referred to Dr. Strauss’ clinic 
at Mount Sinai Hospital about a week before presentation. He said that he had 
not had primary or secondary manifestations. F 


DISCUSSION 

Dr. J. M. Scut-pKraut: I agree with the diagnosis. I think that massive 
doses of radium would help this condition. 

Dr. J. F. SCHAMBERG: This patient presents a rather unusual appearance, 
because as one examines him it is difficult to see any ulcerations except some small 
punched out ones at the base of the tongue. There are enlarged papillomatous 
elevations on the tongue, and the whole tongue is extremely dense and rather hard. 
I do not think that one could be sure that the patient has carcinoma without a 
biopsy, although carcinoma, of course, is to be strongly suspected. The prognosis 
in this case is not entirely hopeless in view of the admirable results shown by 
Dr. Pfahler with the use of the filtered gamma rays — results which I have never 
seen equaled by any other treatment for cancer inside the mouth —and I believe 
that he should have that treatment combined with the use of bismuth, iodides 
and mercury. 

One would have to wait until the effect of the roentgen treatments had worn 
off and then use the gamma rays, because, after all, the burning rays are filtered 
out in gamma rays. 

Dr. A. Strauss: This patient’s ulcerations have improved considerably under 
antisyphilitic treatment and roentgen treatment. 

Dr. S. S. GREENBAUM: I should not be too sure of the diagnosis of carcinoma 
here. The nodulation or rather the millions of minute nodules are scattered all 
over the tongue on the upper and lower surface; the tongue itself is rather firm, 
and is not as hard as one might expect if carcinoma were implicated in the whole 
tongue. The ulceration on the under surface in the anterior of the mouth is 
the result of movements of the stiff tongue, which breaks the mucous membrane. 
I should want to have a biopsy to make certain that we are dealing with carcinoma 


MyxXEDEMA. Presented by Dr. J. V. KLAUDER. 


In a girl, aged 7, since the time she was presented previously, bullous lesions 
suggestive of hydroa developed, which diagnosis was suggested by some of the 
members at a previous presentation. In addition to that, she had some of the 
curious, atrophic patches that were not typical of hydroa. She doubtless had 
some endocrine disturbance —the picture was not altogether typical. There had 
been some improvement from thyroid therapy. The skin had lost its waxy feel. 
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Perhaps a combination of underlying causes was present in this patient. There 
was also a history of the mother and father being related (first cousins); that 
was brought out at the previous meeting. 


DISCUSSION 

Dr. J. F. ScHAMBERG: At the present time, as one sees the child, I do not 
think that there is any indubitable evidence of myxedema. That condition may 
have been more apparent when Dr. Klauder first saw the case, but what strikes 
one is the great amount of scarring on the face and the circumscribed areas on 
the arms and elsewhere; the arms show scars in which there are patulous follicles 
like those so often seen in the vaccination scar, so that the case really presents 
a fairly good description of the condition seen in hydroa vacciniforme, and this, 
with the history that she has recently had some blebs on the face, strengthens 
this diagnosis. It is of interest that the parents are consanguineous, because we 
know that in xeroderma pigmentosum, consanguinity apparently plays a large part 
in the extremie sensitivity of the person to the solar rays, and it is possible that 
it may be a factor in exciting the sensitivity in this case also. 

Dr. S. S. GREENBAUM: I think that this is a case of hydroa vacciniforme, 
and that the alopecia that the child presents is not due to endocrine disturbance, 
but is cicatricial. I suggest that the skin be tested for sensitiveness to the actinic 
rays of the suu and that the urine be tested for hematoporphyrin. 

Dr. C. S. Wricut: I think that this child has changed in appearance some- 
what since she was presented before. The last time, the facies of the child was 
like that seen in myxedema, and one might readily have taken it for that con- 
dition. I think the treatment with thyroid has had some influence. 


INTERSTITIAL KERATITIS. Presented by Dr. J. V. KLAUDER. 

The child, aged 5 years, was presented at a former meeting. The disease 
appeared after her little brother had hit her in the eye. One week after the 
blow, the eye became sore, and this progressed to a condition that was later 
diagnosed as interstitia! keratitis. The other interesting feature about the case 
was the presence of Clutton’s joints with the absence of Hutchinson’s teeth. The 
Wassermann reactions of the blood of the patient and that of the father, the mother 
and the other children were all 4 plus. 

In a series of 100 cases of interstitial keratitis recently studied, there were 
7 in which it followed trauma. Interstitial keratitis must be ascribed to that 
group of pathologic syphilitic lesions which is aggravated by trauma. The 
youngest and the oldest in the entire series were in that 7 per cent. The oldest 
was 39 years of age, and gave a history of trauma with later development of 
interstitial keratitis. 


A CasE FoR DtaGNosis. Presented by Dr. J. V. KLAupER. 


A white man, aged 60, presented lesions on the dorsa of the feet and legs — 
pigmented patches with cayenne pepper spots around the borders. 


DISCUSSION 

Dr. J. F. ScHAmMBERG: This case, I think, is definitely one of progressive 
pigmentary dermatosis. One sees a great profusion of the reddish points, so-called 
cayenne pepper points, and the character of the pigmentation is suggestive, ochre 
colored. As a result of recent circular compression with a woven rubber bandage, 
a number of new, apparently hemorrhagic lesions have developed. 

Gougerot includes the progressive pigmentary dermatoses in a group which 
the French call “capillarite,’ for which we have no term; we might call them 
the group of capillaritis. In this condition one finds an ectatic condition of the 
terminal loops of the capillaries associated sumetimes with slight hemorrhage. 
Some have regarded this condition as peculiarly due to stasis, but that is definitely 
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not true, for one sees lesions scattered on different parts of the body, although 
dominantly one sees it on the legs. The exact relationship of this to other con- 
ditions is not definitely established. As I remarked here once before, a certain 
number of German dermatologists regard this condition as identical with Majocchi’s 
disease, but a larger group think it a distinctly different disease. I have not seen 
any new cases myself recently, but I would like to know whether this patient 
has an increase of blood cholesterol. 


CLuTTON’s JOINTS AFTER TRAUMA. Presented by Dr. J. V. KLAuDER. 


A boy, aged 16, began to have trouble with both knees about two weeks after 
an injury to the leg. He had Clutton’s joints of the elbow, an unusual observation. 
After that, his eyes became involved —typical interstitial keratitis. He had 
uveitis, the posterior cornea rather than the anterior being involved. The rela- 
tionship between trauma and the Clutton joint was considered interesting, as was 
the relationship of the keratitis which developed after injury to the joints. 

There are a few reports in the literature in which that association was 
particularly pointed out, and there has been some discussion relative to the rela- 
tionship. A French writer reported an operation on the knee followed by the 
appearance of Clutton’s joints and involvement of the eye. The French, partic- 
ularly, discussed that possible relationship. There was hydro-arthrosis involving 
the right elbow. 











Correspondence 


EIGHTH INTERNATIONAL DERMATOLOGICAL CONGRESS 


To the Editorial Committee :—With reference to the editorial mention of the 
Eighth International Congress of Dermatology and Syphilology, in the ARCHIVES 
oF DERMATOLOGY AND SyYPHILOLOGY (22:698 [Oct.] 1930)—for the favorable 
comment on which the Danish Committee wishes to express its most cordial 
thanks — we think it appropriate to give the details of the correspondence which 
took place between the United States and the Danish Committee. 

The telegram was sent on Jan. 16, 1930, as no information had been received 
up to that date concerning the designation of the desired two delegates and one 
substitute, mentioned in Dr. Pusey’s letter of March 8, 1929, and as the printing 
of a preliminary program at that time was becoming urgent. Some hundred copies 
of this program were sent to the United States in care of Dr. Pusey. 

As no further information regarding the American Delegation was received, 
the names of Drs. Pusey and Howard Fox were added to the final program, with 
the notation: “l’annonce de la délégation compléte n’est pas encore arrivée.” 

Considering the large number of United States members of the Congress the 
Committee of Organization considered it just and courteous to provide a more 
numerous representation for your large country at the meeting of the delegates 
on August 4. Therefore, we invited Drs. Pollitzer, Schamberg and Udo Wile 
to be present at this occasion, to join Drs. Pusey and Howard Fox, we having 
made a similar arrangement with a number of other countries from which a full 
national representation had not been announced. The Committee’s reason for 
inviting just these three prominent American colleagues was among others the 
following: our indebtedness to Dr. Pollitzer for a donation of 5,000 Danish crowns, 
Dr. Schamberg’s prominent position as a member of the editorial staff of the 
ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY in connection with his participa- 
tion in the pourparler in Bonn, in 1927, and Dr. Udo Wile’s position as president 
of the American Dermatological Association. 

We deeply regret if these steps, which were taken by us simply as a courtesy 
toward the United States and with the purpose of having our highly esteemed 
American colleagues largely represented at the said occasion, have caused such 
il! feeling as seems evident from the editorial in the ARCHIVEs. 

We wish to emphasize that there was no American initiative in connection 
with the invitation to the said three colleagues. 

As to the election of an executive committee at the meeting of the delegates, 
the Danish Committee proposed a number (nine) of well known colleagues from 
different countries, emphasizing that these colleagues should be considered as 
individuals and not as national representatives of their different countries. This 
view was heartily supported from many sides: Darier, Jadassohn, etc. The 
names proposed by the Danish Committee were supplemented by two additional 
names on the proposal of Dr. Jadassohn and Dr. Louste, and were finally adopted 
unanimously by the meeting, without any dissent. 

The Danish Committee regrets most deeply if their arrangements have hurt 
the feelings of their guests. Our apology must be the evident difficulty, or rather 
the impossibility, of discussing details through correspondence with forty-two 
nations, especially since so many of our letters did not receive a prompt reply. 
C. Rascu, M.D., President. 

S. Lomunott, M.D., Secretary. 
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REMARKS OF EDITOR-IN-CHIEF 


With the communication are sent copies of certain correspondence, to which 
it refers. To save space I shall summarize them here, but they can be reproduced 
in full if Professor Rasch or Dr. Lomholt desires. 

1. A letter, dated Oct. 31, 1927, from me, as chairman of the joint committee 
in the United States on the International Dermatological Congress. In this letter 
I took up the trip of Dr. Howard Fox, secretary of the committee, during the 
previous September in the interest of the reestablishment of the International 
Dermatological Congress, and said “if it should be decided to hold an International 
Congress of Dermatology in Copenhagen in 1930, or at some near date, it will 
be a pleasure to us to join in it and give it our hearty support.” 

2. A letter, dated Feb. 13, 1929, from Professor Rasch, as president. This 
invited the representatives of the different nations to a meeting on August 4, and 
said “we hope to see, if possible, two delegates and one substitute from each 
country”; it asked us to “provide us with a secretary to take care of the different 
matters belonging to your nation before and during the congress.” 

3. A reply on March 8, 1929, from me, as chairman of the joint committee 
in the United States, to Professor Rasch’s letter of February 13. This said that 
we had a joint committee representing both the American Dermatological Associa- 
tion and the American Medical Association which had power delegated to it from 
both associations to handle for the United States all matters pertaining to the 
Congress. It stated that Dr. Howard Fox was the secretary and that I was the 
chairman. I was to call the committee together in July and ask them to designate 
representatives to attend the meeting on August 4. Any business pertaining to the 
Congress could be taken up with Dr. Fox or me. 

4. A cablegram on Jan. 16, 1930, stated: “Names representatives substitute 
secretary appreciated. Lomholt.” 

5. A cablegram on Jan. 17, 1930, read: “Howard Fox New York is American 
Secretary no others. Pusey.” 

6. A letter dated Feb. 21, 1930, accompanying programs to be distributed in 
United States. This stated: “As to the official representation of your country, 
I have not been able to give more than your name and that of Dr. Howard Fox 
in the list, included in this program. Perhaps you will be kind enough to let 
me know, at your convenience, if any alteration is desired as to this point.” 

As a result of Professor Rasch’s request of Feb. 13, 1929, that substitutes be 
appointed, a written call was sent to each member for a meeting of the American 
Dermatological Association Committee in San Francisco, at the time of the 
San Francisco meeting of that association, and a similar call to the members 
of the American Medical Association Committee for a meeting in Portland at 
the time of the annual meeting there. These were the first opportunities to get 
the committees together. In neither case, although I made considerable effort 
to do so, was it possible to get a meeting. As a result I assumed that the com- 
mittees expected Dr. Fox and myself, as officers, to complete the work of the 
committee, and we expected to appoint alternates, after conference with the officials 
of the Congress in Copenhagen; we were on hand to do this before 10 o'clock 
on the morning of August 4; to appoint them from the American dermatologists 
at the Congress, of whom there were many (including several other ex-presidents 
of the American Dermatological Association) who, on position and achievement, 


were fully as entitled to consideration and recognition as either Dr. Pollitzer, Dr. 
Schamberg or Dr. Wile individually or as a compact block. 
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No one can believe more than I that President Rasch and Secretary Lomholt 
had no intentional part in any plan which left out of participation in the councils 
of the Congress the official representatives of the United States, or deplores more 
that the sequel should be a cause of regret to either of them. 

As for the rest, I can only reaffirm the statements of the editorial. 

[ am replying to the communication of President Rasch and Secretary Lomholt 
in the first person because, although it is addressed to the Editorial Committee 
of the ARCHIVEs the editorial was a signed one for which I alone am responsible. 


WILtIAM ALLEN Pusey, M.D. 





News and Comment 


SECTION ON DERMATOLOGY, AMERICAN 
MEDICAL ASSOCIATION 


Members of the Section on Dermatology of the American Medical Association 
who desire to present papers at the meeting to be held in Philadelphia the week 
of June 8 are asked to send in their applications as soon as possible for places 
on the program. Such applications should be sent to Dr. F. E. Senear, Secretary 
of the Section, 55 East Washington Street, Chicago. 





Book Reviews 


DISEASES OF THE SKIN. A TEXT BOOK FOR PRACTITIONERS AND STUDENTS. By 
GEORGE CLINTON ANDREwsS, A.B., M.D. Price, $12. Pp. 1091, with 988 
illustrations. Philadelphia: W. B. Saunders Company, 1930. 


This new contribution to the too numerous treatises on dermatology is hard to 
characterize briefly and at the same time justly. It has some excellent points and 
some very weak ones. It is in turn voluminous and meager. It gives 74 pages 
to the principles of dermatology, except treatment; it seems to the reviewer that 
this material is inadequate and confused. The sole attention the author gives to 
pathology is given in this chapter. No reference is made to the pathology of the 
various diseases when he considers them individually, and very little to differential 
diagnosis. The author’s general consideration of treatment is voluminous to an 
extraordinary degree, 200 pages being given to this subject, 130 of them to x-rays, 
Grenz rays, radium and ultraviolet rays. Much of this is useful; much of it is 
too elaborate and confusing. His consideration of the various diseases is satis- 
factory, as far as it goes, but is unbalanced. For example, 1 page is given to 
erythema nodosum, and 7 pages to pruritus ani. Many of his statements could 
be challenged by many other observers; for example: “The course of many 
dermatitides of bacterial origin is influenced by constipation.” ‘Some severe cases 
of acne are cured only by removal of diseased tonsils or appendix.” 

If the author has any clear idea as to what eczema is, the reviewer did not 
discover it. “Chemicals have been known to produce dermatitis venenata in 
susceptible persons, but apparently other skins react to them by giving rise to 
eczema.” To pityriasis rosea less than 1 page of text is devoted, but there are 
excellent illustrations. Syphilis is considered in 130 pages, and the author treats 
well the difficult subject of therapy for this condition. 

One can do the book an injustice, however, by overemphasis on details. 
Although it comprises 1,000 pages, it is not a complete work, to be compared, for 
example, to that of Stelwagon, which, apparently, the publishers propose to replace 
by this; but it is a good book for students. The author has undertaken to review 
his subject completely, and a student can use the book to good advantage in 
orienting himself in dermatology. The work is up to date, including the newer 
phases of dermatology, such as tularemia, treatment with gold and _ thallium 
acetate, and the use of liquid from the spleen. There are some omissions of these 
newer phases, such as thyroid in the treatment for pityriasis rubra pilaris. The 
value of the book, however, lies chiefly, in its summary of the subjects it treats. 
It is a summary of the literature, not of the author’s experience. The bibliography 
is extensive and well selected. Great praise must be given to the illustrations. All 
of them are black and white; they are numerous, well selected, and, for the most 
part, extraordinarily good. They will be particularly valuable to the beginner. 
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Directory of Dermatologic Societies * 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SyYPHILOLOGY 


Elmore B. Tauber, Chairman, 19 W. 7th St., Cincinnati. 
Francis E. Senear, Secretary, 55 E. Washington St., Chicago. 
Place: Philadelphia. Time: June 8-12, 1931. 

AMERICAN DERMATOLOGICAL ASSOCIATION 


C. Morton Smith, President, 437 Marlboro St., Boston. 
W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 


Place: Toronto. Time: June 15-17, 1931. 


British ASSOCIATION OF DERMATOLOGY «ND SYPHILOLOGY 
(CANADIAN BRANCH) 


Emerson J. Trow, President, Medical Arts Bldg., Toronto. 
Hamnett A. Dixon, Secretary, Medical Arts Bldg., Toronto. 


SECTIONAL DERMATOLOGIC SOCIETIES 
BALTIMORE AND WASHINGTON DERMATOLOGICAL SOCIETY 

Isaac R. Pels, President, 1010 St. Paul St., Baltimore. 
H. Hanford Hopkins, Secretary, Johns Hopkins Hospital, Baltimore. 

IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 
J. C. Kessler, President, University Hospital, Iowa City. 
J. W. Bailey, Secretary, 10th St. and Grand Ave., Des Moines, Iowa. 

New ENGLAND DERMATOLOGICAL SOCIETY 

Walter T. Garfield, President, 19 Bay State Rd., Boston. 
Rudolph Jacoby, Secretary, 270 Commonwealth Ave., Boston. 

SOUTHERN MEDICAL ASSOCIATION, SECTION ON DERMATOLOGY 


Jeffrey C. Michael, Chairman, 1017 Medical Arts Bldg., Houston, Texas. 
Emmet R. Hall, Secretary, Exchange Bldg., Memphis, Tenn. 


STATE DERMATOLOGIC SOCIETIES 
LouISIANA DERMATOLOGICAL SOCIETY 
Thomas A. Maxwell, President, 1119 Union Indemnity Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg., New Orleans. 
MEDICAL SOCIETY OF THE STATE OF NEW YoRK, SECTION ON 
DERMATOLOGY AND SPHILOLOGY 
Earl D. Osborne, Chairman, 471 Delaware Ave., Buffalo. 


Leo Spiegel, Secretary, 241 W. 100th St., New York. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 





DIRECTORY 
MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA, 
SECTION ON DERMATOLOGY 
Sigmund S. Greenbaum, President, 1714 Pine St., Philadelphia. 
Stanley Crawford, Secretary, 200, 9th St., Pittsburgh. 
MICHIGAN STATE MEDICAL SocIETy, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 

Cyril K. Valade, Chairman, 1604 Eaton Tower, Detroit. 
George H. Belote, Secretary, University Hospital, Ann Arbor. 

MINNESOTA DERMATOLOGICAL SOCIETY 


Edward C. Gager, President, 350 St. Peter St., St. Paul. 
D. D. Turnacliff, Secretary, Yeates Bldg., Minneapolis. 


OKLAHOMA DERMATOLOGICAL ASSOCIATION 


James Stevenson, President, 108 W. 6th St., Tulsa. 
W. A. Showman, Secretary, 108 W. 6th St., Tulsa. 


LOCAL DERMATOLOGIC SOCIETIES 


ATLANTA DERMATOLOGICAL SOCIETY 
Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Chas. A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 

BRONX DERMATOLOGICAL SOCIETY 


Charles A. Greenhouse, Chairman, 1401 Grand Concourse, Bronx, New York. 
Ralph Breakstone, Secretary-Treasurer, 783 Beck St., New York. 


3ROOKLYN DERMATOLOGICAL SOCIETY 
Abraham Walzer, President, 217 Clinton St., Brooklyn. 
A. M. Persky, Secretary, 1750 Ocean Pkwy., Brooklyn. 
CHICAGO DERMATOLOGICAL SOCIETY 
Clark W. Finnerud, President, 25 E. Washington St., Chicago. 
E. A. Oliver, Secretary, 55 E. Washington St., Chicago. 
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